MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
! 1804 CERTIFICATE OF DEATH nes ti N54 


ot 


ae 
e z i fh ) yt PLACE OF DEATH ae USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 8 0, b. COUNTY 
a heey Garroll marviano || Maryland Worcester 
oe eeae b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, wrile RURAL ond give neares! awn) 
g s 2 RURAL and give nearest town) 5 ¥' 
> a= days _ || Pocomoke Wks 
ye “ d. NAME ie SIAL {If not in hospitol. give street oddress) d. STREET ADDRESS @. 18 RESIDENCE 
-_- C OR INSTITt a ON A FARM? 
. 33 Henryton State Hospital 500 Fifth Avenue yes) NoX] 
2 £6 3. NAME OF First Middle lost 4, DATE Month Day Year 
Se iS DECEASED OF 
3% {Type or print) John Adkins cam February 9 19 58 
oe 2 5. SEX 6 COLOR OR RACE | 7. MARRIED [] NEVER MARRIED} 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAP|IF UNDER 24 HRS. 
i: | Z lost bitthdey) [Months] Doys | Hours| Min, 
el & Male Negro _|woowet) _pivorcto 1866 yrs 
a 10. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 es during most of working life, even if retired) 
= Pocomoke, Maryland U.S.A. 
8 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
8 = 
4 Levin Adkins Hannah 
g 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
. {Yas no, oF unknown) (HF yes, give wor or dates of vervice) 
: nknown 
8 18. CAUSE OF DEATH [Enter only one cause per tine for (a), (b), ond (c)-] INTERVAL BETWEEN, 
a PART 1. DEATH WAS CAUSED BY: ONSET AOE 
§ IMMEDIATE CAUSE (o} 
= 2 x DUE TO 
Conditions, if ony, which 0) Far 1 


couse (a), stating the under- 


sh wohetocaet veto tuberculosis | 
lying couse lout. is 


IDING PHYSICIAN: The fow requires that the decth certificote be executed with 
After this certificote has been signed by the attending physicion ond completely 


the registrar prior to burial, cremation, or removal, and in any event within 72 hours ofter death. 


€ 
& 
5:3 
BBs 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTORSY 
— erm e 
$5.0 eR yes(] no) 
gee 200. ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part Vor Port Il of item 18.) 
ici & | OR CONTRIBUTING C) CAUSE OF DEAT 
Bas 3 [ir ertHER, NOTIFY MEDICAL EXAMINER) 
s i 
a) & [20c. TIME OF INJURY “Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (tote) 
5.29 5 ie a ty While, Not while foctory, streel, office bldg., co 
32? 3 p.m. jat work [[] of work [] p 
SS 
8 3 21. | certify thot | attended the deceased from_Feb._ ee, 1958_, to Feb, 9,..., 1958., that | lost sow the deceased 
Plea cs 3 alive an oo: my ies, and that death accurred at 83. LSA) M, fram the causes and on the date stated above. 
r = 3 Lu, ADORESS (Street, city or town, state) DATE SIGNED 
@ ACTUAL an Gp SH aan, 
& Res | SIGNATUR te MO. He 
£az 
Zeus PHYSICIAN'S 
ode NAME (Type jlans, Supt,..Henr 
2 = D.tee 
S30 RIAL, CREMATION, 3 DATE way Wc. NAME OF CEMETERY OF CREMATORY Td. LOCATION (City, town, or county) {Stote) 
QeEs MOVAL (Spécity) AI 
io Oe ig ae ¢ emcol 
ee 2. EYNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Pha. REC'D canis ab. RE gas IGNATURE 
VS A15 (4) Keg Lk 
15M 9/55 eee he = me A oat z 
. 


FUG Chath, ZO. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ood 


__1805 CERTIFICATE OF DEATH ey Fas 
~ se ae 
& $2 Ss a [Le ee ere 2 usu fables (Where deceosed lived. If institution: Residence before admi 
2 8 °. we: 2. b. COUNTY 
S 32 i CA Pg MARYLAND MARVLAWD CAPR UL 
= Se b. Ty TOWN euide' ee — Tt write €. CITY OR TOWN (If outside corporote limits, write RURAL ond aa nae a 
5 on % nearer 
- — yosoR| / YEAR RURAL NEW WINDSOR SID 
= bt, deere {if not in hospitot, give street address) d. STREET ADDRESS e. Sat paeae 
4 ARSToN LIARS To WV YS) No pf 
5 3. NAME OF Fint “oe 4. Dare Month Doy Yeor 
q B. orpriny LULA STRINE I BEIN G-TO ae DEATH FEB / WSK 
a 
o 
2 


6 ey) ‘OR RACE |7. MARRIED [-] NEVER Et. [6 DATE oF BirtH 9. AGE (In years [JF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) Doys | Hours | Min. 
WIDOWED fx Divorced [J GEC SEGO LO ys. 
10s. USUAL OCCUPATION =e kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
[2 p 4, 
i Df MARY LAS ») Yat a 


during most of working life, even if retired) 


VW. ig ies NAME 14, MOTHER'S MAIDEN NAME 
i pp hee: 2p {) Pp b 
CHAR STRIVE WARNE. 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥as, no. oF unknown) {IF yes, give wor oF dates of service) 


WO 2/3 -36-TEGKTOHN STRIVE NEW WINDSOR SIL 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond a INTERVAL BETWEEN. 


PART I, DEATH WAS CAUSED BY: peey AND DEATH 
IMMEDIATE CAUSE (o} 


iL 4 DUE TO 


Conditions, if ony, which a Has a. ar DL ae IPE 
gore rise to immediote 


Then please remave corban papers. 


, crematian, or removal, and in ony event within 72 haurs after death. 


quires that the death certificate be executed within 24 hour! 


$ cotse (0), stofing the under. (| DUE TO 

Dae lying couse lost. a 

22 5 3 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 

= Ot = 

rt 3 5 yes] NOC] 

eee = | 200. ACCIDENT WAS UNDERLYING (J | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port I of item 18.) 

sen. & | OR CONTRIBUTING [7 CAUSE OF DEATH 

Sef © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

ss = 

Sots & [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120. (Cty oF town) (County) (Stote) 

a o y 

FS 5.%e 6 Hour 9. m. While Not wile foclory, street, office bldg., etc.) | 

z-25 3: p.m, 19 lot work [7] of work i 

ese : 

Zz 2d 21. f certify thot | attended the deceased from_2“/Z2/ 5 Ce _, 19_ ta Zef/ Ce Lh eles sthat I lost saw the deceased 
2 

B 3 3 alive an_____: L/L BLES. 12_______, and that death accurred at fe <° 2M, from the causes and on the date stated above. 

E Bo ADDRESS (Street, city or town, stote} DATE SIGNED 

. Bee Miten LE WCeberXten we, Ht Mandear nd 2Lilx<F 

pa 

a ow PHYSICIAN'S 

Soe) A ree eC 

oa # 

Fd RE) Zo. sy CREMATION, a DATE THEREOF Te. ig OF CEMETERY OR yi 2d. ees ty, town, or county) (Stote) 

e] SS Wersy 

ogee SY AER d M 

- 23. FUNERAL ea SIGNATURE ADDRESS wr D | 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S seers 

VS AIS (4) fj 

Bags) D4 ZLEL FSONS LAMAN ZEA FSONS LEW WINPSOF_|om < 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
+ 1896 CERTIFICATE OF DEATH kes owl de 98 


a i pio det OF DEATH 2 pean pee igNhery deceased lived. If institutian: Residence tg 


ant 


oO. 


la CE fin Se MARYLAND WA b. COUNTY D, 2t0; 


b. cue Of ee iro outside pope limits, write H c. CITY OR TOWN (If outsig porparote ji limits, write RURAL ond give nearest town) 
frearest tawny” /” 
|X 4 -P FELD lle. 
Za OF Satara {ifrot in Feat Te nape give street lone | & STREET ADD as @. IS RESIDENCE 
* oR JASTITUTION ON _A FARM? 


leath. Page 4 
eral director, 


de 
Poges 1 and 2 showrd be filed with 


iC 


6? 


5 yes [] NO 
. NAME OF _ Middle lost 4. DATE Month Day Year 
2 yeecaceaa) ne OEATH Pek 17 wt 
5. SEX cc oie R a 7. MARRIED [7] NEVER mae 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS, 
fs 1? lost birthday) [Months] Days Min. 
N\A Yee, wipoweo [] pivorceo] | Pr, GF /4 yr 
I Joe: usGat o oe (Give kind of work done] 10b. ki ND OF BUSINESS OR INDUSTRY 1). BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


dyring, fing Life, even if retired) 


: | (CCL, Meet! Bile VILEZ, 7. S- Ax 


14, MOTHER'S MAIDEN NAME 
. l Z ‘ St 
oh a FLE1 _ Lege sae) 


Then please remove carban popers. 


Rice cet a CC aMED FOREATI SOCAL RECUR NOT 7 -PORNANT hades , 
Wes, 00, oF 3" ‘UF yes, Sa ‘wor oF dates of service) Dis, « the J Y, “Wy 
20 -6)-H0Y uted Le. Métis -Perthrzetle FG 
1B. Lee OF DEATH [Enter only one couse per line For (a), (b). and (c]-} F INTERVAL BETWEEN “ 
PART 1. DEATH WAS CAUSED BY: “> Le ONSEN Peete 
IMMEDIATE CAUSE (o)_ Ck -L MA Ak, LALLA Lhd (hess 
SPE. DUE TO Z nes 795 
Conditions, if any, which b xt2-F9> FUN Held LL UV pact neeg 
gove rise to immediote 
cate (0), stating the under. f OVETO h pd 17S g 
lying cause lost. (9_ Catorttakysy 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ha) |19. PAE SRO 


N: The low requires that the death certificate be executed within 24 haut 


ves[] no] 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
' OR CONTRIBUTING LF CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
208. (City or tawn) (County) (State) 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Manth, Dey, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 
Hour o. m, While Not eae factory, street, office bldg., etc. 
p.m. lat work [7] at wark ' 


21. | certify that1 attended the deceased fram. xt 1pS24, to__£Z_7 .. 19LEL.,that | last saw the deceased 
alive on. ZAR, 1 _, and that death occurred at / M, from the causes and on the date stated abave. 


¢ - A , : ADDRESS (Street, city ar town, state) DATE SIGNED 
Soil d a on Shops Pube 7 PKSY 


After this certificate has been signed by the attending physician ond completely 


1 hospitol or attending physician. 


+ GRE: PHYSICIA 


the registrar prior to buriol, cremation, or removal, end in ony event within 72 hours ofter deoth. 


page 3 should be detached for use os the burial-tronsit permit. 


OP it ia Sarl a ts a so te a es 
289 l PHYSICIAN'S ae e Shs Le 
Be< NAME (Type) BW 3 (ER Xs iS ae) 
. oe Chic SF Gime ZAC Yrobnis (eettale, ( 
Leal? pe. REC'D BY REGISTRAR | 246 BCREGISTRAR® Ss es 
ecg! so 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
; 1897 CERTIFICATE OF DEATH wine Deo 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admi 


9. STATE ih i LAWL NEON ODP PG LL 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


N AY YIN D Sok ina ®) 


d. STREET ADDRESS e. 1S RESIDENCE 
3 ‘A FARM? 
a LL ‘a E 


{ yes [1] No 
3. NAME OF First Middle tost 4. DATE Month Do 


Year 
So yes BAKER | tm FEB 5S 


S. SEX 6 ay) ‘OR RACE | 7. caer NEVER MARRIED [7] | 8. DATE OF BIRT 9. AGE (hn year IF UNDER? YEAR) IF UNDER 24 HRS, 
lost birthda aie 
Ree Divorcep [] APR / 22 -S9F pA “p yh (eel ietly rs in. 


100. Ue NGS ali! (Give ye a work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of workit » evan if retired) EE 7 BR LAA D a, s 


{F-4A, 
13, FATHER'S Rae 14. MOTHER'S MAIDEN NAME 
x WAS: si ‘SI seo EvER f my U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address h "a rl 
es, Moy oF unknown) AU yn, give wor or dates of rs 
e {ie a 
OLN DELLA LL D&G OA 


Oo }e, a zi 
BAKE MIBRGRKET WERVER 
18. CAUSE OF DEATH [Enter any one couse per line For (o), = ond (€).] ae. INTERVAL 8 = 
PART I. DEATH WAS CAUSED BY: : ew vis Ge! 
/, a 
Conditions, if any, which ( Curd? se tide 
gove rise to immediate 


IMMEDIATE CAUSE (o 
cote (0), stoting the under. ( OVE TO te CT aa 
lying cause lost. 


=i 


1, PLACE OF DEATH 


9. COUNTY CAP. bau nee 


b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN Ib 
a 
F | 


eral director, 


er death: Page 4 


RURAL ond give nearest town) 
E OF HOSPITAL {IF nal in hospital, ‘give atveet addres) 
R INSTITUTION 


Pages 1 and 2 sheeld be filed with 


Then please remave carban papers. 


that the death certificate be executed within 24 haut 


c 


ires 


QUE To 
(ch. 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Weenies 


yes] no] 


The low requ 


20a. ACCIDENT WAS UNDERLYING D 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ae Year | 20d. INIURY OCCURRED 20¢. PLACE OF INJURY {Hame, farm, 1 20. {City or town) (County) {State) 
Hour a, m. Not bia foctory, street, office bldg., etc.) 
Pim. rk [Z] ot work i 


21.1 certify that | attended the 0 a “a A wh 2 tof SIL _., 17 that | last saw the deceased 
alive ane fm ws. +.., and that death accurred rey fram the causes and an the dgte stated above. 


WY Tee 
tite CLC, 5 eer acd, ang 
| fee LW GLEWWL SP 
720. BURIAL, CREMAT Hey Cienon ‘22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) {Stote) 
ear iaree te ORVE fr BL p 


23. rea BReCGE 'S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR 24b, REGISTRAR'S SIGNATURE 
ie he ora gaa 
i LLL LER Y Sos WIM DSo fore FEB24 58 | (Yk o,f 


Z 
Q 
= 
G 
= 
S 
4 
& 
i] 
z 
So 
5 
im 
aS 


é 
°o 
3 

a) 
3 

‘dl 
3 
5 

s 

= 
3 
€ 
$ 
: 
é 
> 
z 
o 

s 

uv 
2 
So 

Q 
g 
o 
€ 
: 
5 
€ 

2 
5 
E 
= 
5 


: After this certificate has been signed by the attending physician and campletely filled in by 


TO FUNERAL DIRE 
page 3 should be Getached far use as the burial-transit permit. 
the registrar priar to burial, 


z 

= 

a7] 
= 


¢ deoth. Page 4 


in 24 haur| 


Pages 1 and 2 should be filed with 


ate be executed wi 


Then please remave carban papers, 


< 
a 
I 
a4 
= 
= 
i 4 
e 
o 
€ 
8 
& 
72 
S 
5 
c 
at 
oS 
Fe 
x 
= 
2 
=i 
9 
ei 
id 
3 
rf 
= 
< 
a 
€ 
& 
- 
© 
S 
3 
} 
3 
£ 
i 
re} 
$ 


nding physician. 


may be retained 
TO FUNERAL DIRE 


o 
> 


_< TO HOSPITAL 
<i 
Rad 


ae 


bac 


in 72 i 


the registrar priar ta burial, cremation, ar remaval, and in any event 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


| 1898 CERTIFICATE OF DEATH G1800 


Reg. Dist, No. 
1. PLACE OF DEA’ > 2. USUAL RESIDENCE (Whore deceored lived. If insiutian, Besidence before odmision 
0. COUNTY WA b. COUNTY 7 / 
(EA4ELAA Lil. LL LEC Cr 


side corporate limits, write 
Gtest towh) 


Peery, . CITY oR Tow Ali ovtside corporgte limits, write RURAL and give neares! town) 
y 


ip Ze 
of fOsPrraL “tf not pa pital, give street address) » d. STREET ADD ESS e. tS RESIDENCE 


2.3 INSTITUTION, a a ON A FARM? 
YES NO, 
Z eS Noy 


First Middl Month af 
: Seceaseo + a = oF = 


(Type or print) de AA (GE Br ie tr DEATH _ Aa 1g v5Z_ 


S. SEX 6. COLOR OR, Pace 7. MARRIED [-] NEVER MARRIED [7] | 8. OATE OF BIRTH % me HE UNDER 1 YEAR| IF UNDER 24 HRS._ 
‘ lost birthday’ Days | H Min. 
ele i, WIDOWED [Sq DIVORCED [] Li uh GP yn. as ere ol ae 
10a. USUAL OCCUPATION i ea nd of wark — 10b. mp OF Pa QR INDUSTRY /11, BIRTHPLACE (Site or foreign zouniry) 12. CITIZEN OF WHAT COUNTRY? 
39 park a af wo wae, A, 
tS 
Wil PPLALA Le Bye thle pee 
ilies WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT =) Address 
TYas, 00, of yr (0 yen, vee ‘war or dates of tervice) aE Lz 5 hdl ctf) 
Pa = Zz be atl Lie. g 4 


18. Bn err OF DEATH [Enter only one cove per Tine for “é ma ond (¢).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: NEEL -ANOIGERE 


IMMEDIATE CAUSE (o] 
Yse 57 
cotse (a), stating the under ( OVE TO , 


ue : DUE To 
lying couse lost, fair poh | Pek g 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO“DEATH BUT NOF RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. near bia CN 


us oO no] 
20a. ACCIDENT: WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item 18.) 
‘OR CONTRIBUTING L CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Se Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (Stote) 
Hour a. m. White Not while factory, street, office bldg., etc.) 
p.m. jot work ["] at work [7] H 


21. I certify that | attended the deceased from... (deta _______, 192.Z., to... 2 8 ., W2E that | tast saw the deceased 
alive an. £4_7 7h oe, WIE, and that death accurred at_ZA.75AM, fram the causes and an the date stated abave, 


" ADDRESS (Street, city oF town, stote) DATE SIGNED 
sittee Mayard 2 Wall 0. _ Alsen, dade PASE 
Reese, Yo lier P F MEA Lh 


oVleeVi Lhe, 772, 
7a. SURIAL CREMATION. | 228. DATE THEREOF Ze. NAME a, CEMETERY OR CREMATORY 72d, LOCATION (City. tawn, or county) tote) 
LoD ow a Z: ) a ie v J 
tt AL "LEA Ze BLA AREAS Jt Zi 
“ j 


Conditions, if any, which 
gove tise to immediate 


MEDICAL CERTIFICATION 


24o. REC'D BY REGISTRAR | 24> REGISTRAR’S SIGNAT! 


FEB 2 4 96 SLIM o Barek 


MARYLAND STATE DEPARTMENT OF HEALJH—BALTI E, 
9 MENTO ass et sii ee 


Te ‘ 
| 1899 CERTIFICATE OF DEATH 


Reg. Dist. No. {hi ft } 


ot hace 
& 3 B Eee reet eo 2. USUAL RESIDENCE (Where deceosed lived. If institulion: Residence before admission) 
ef 8 ° ° b. COUNTY 
fis Carrol MARYLAND /Tay pe 
= ONG b. CITY OR TOWN (If outiide corporote limits, write | ¢. LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town) 
$ SAN RURAL ond give nearest town 4 es ra V. ong WY 
a Sykes wif la we0 va Baltimore ? Ui 
co a. pg’ on otaaad (If nol in hospitel, give street oddress) d. STREET ADDRESS IS ed 
BNL ; : ag ON 
12 Sprinclield State Flo Sp au: 227( Beyby fancy Prive | WO v0 
3. NAME OF _—, fin Middle ost 4. DATE Month Day Yeor 
(Type of print) Florence LZsabhol fBander DEATH Loh. 22 wsHP 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE {In yeors 


42, CITIZEN OF WHAT COUNTRY? 


F Ww WIDOWED ca bivorceo [] F-2 K —F 74 Ee, ‘i 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE {Stote or foreign country) 
during most of working life, even if retired) 
De penrden = 


Ohle 4.8.4, 
13. FATHER'S NAME P ‘ bi 14, MOTHER'S MAIDEN NAME 
August Yess a Hay parol 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes, no. or unknown) (If yer, give wor or dates of service! 


WAG = Howard Beudey  4%29/ Povby Haury Pry 2. 
18. CAUSE OF DEATH [Enier only one couse per line for (o}, (b). ond (c}-] INTER AEE tweet eve 
rT A eS SER PRON CH oPNEU MO Wi 
i 491 x era. 


16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Then please remave carbon papers. Pages | and 2 should be'fi 


Conditions, if ony, which b 
gove rite to immediole 
couse (0), sloting the under. ( DUE TO 
lying couse lost, (e 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART 1{o) | 19. eh le 


CBS, biped Boot with Sache bran Laren ves [] No (7 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ii of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20F. (City of town) (County) (Stole) 
Hour While Not while foctory, street, office bidg., etc.) t 
P. 19 Jot work (J ot work [J ‘ 


ADDRESS (Streel. city or lown, stote) 


nefield State Hospital _ 


hae tyes Edmund Iusthaus M.D, LSyienmiiler tered’ 0) te eee 


‘Zc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, of county) (Stote) 
MOV) peril 
RIAL [2-25 -S58:| sacrep by anuekKp 
: t/ y, feeb Pind 
4hiMdh A J M 1 j 


After this certificate has been signed by the attending physicion and completely filled in by ! 
MEDICAL CERTIFICATION, 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha 
hospital ar attending physician. 


. 


poge 3 shauld be detached for use os the burial-transit permit. 


DATE SIGNED 


222-0 58 


ACTUAL 
SIGNATUR! 


5 


the registrar priar ta burial, crematian, ar removal, and in any event within 72 hours ofter-deéath. 


may be retained 


TO FUNERAL DIRE! 


TO HOSPITAL 6 


Bab. REGISTRARS SIGNATURE 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 iS 
| 494() CERTIFICATE OF DEATH - bo tee ee 


= 
> iF nee Or BEATA 2 bn eeoremtrce (Where deceosed lived, If institution: Residence before admission) 
Ss hs fo b. COUNTY 
8 Carroll MARYLAND meena Allegany 
a b. CITY OR TOWN (If outside corporate limits, write c. CITY OR TOWN [If outside corporote limits, write RURAL and give nearest town) Vv 
3 RURAL and give pele town} 
2 E Cumberland 
Bs ja d. NAME OF HO: ETAL {If not in hospitol, give street oddes — d. STREET ADDRESS @. 1S RESIDENCE 
f OR INSTITUTION S 1h2 Freder : k Str t ON A FARM? 
Springfield State Hospital i Si BS ot ves] NOGA 
2 3. NAME OF First Middle tost 4. OATE ‘Month Doy Yeor 
< DECEASED. 4 ay OF ‘ 
ba (Type or print) Ada Wheatley Berkshire DEATH 


in 


a 


TF UNDER Za 2 


OR CONTRIBUTING [) CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) | // / > 

20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, i, 5 1 20F. (City oF town) (County} {Stote) 
While Not while foctory, street, office bidg., etc 

lot work (J al work [7] ae 


Hour o. m. 


| or attending physician. 


MEDICAL CERTIFICATION 


p.m 
21. | certify that | attended the deceased from._.JUly 1, ___, 1950... t 0 SAFE, Bho. that | last saw the deceased 


alive on a 25. ~ and that death accurred oi Pm, fram the causes and on the date stated above, 
ADDRESS (Street, city or town, state) DATE SIGNED 


BS 

©§ 

< - 
= a 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [7] | 8. DATE OF BIRTH 9 py 
5 3 i lost eo. Months Min 
eel F W wioowen fj ovorcto] | January 28, 1869 yes. 
2 3 ae Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY }11. BIRTHPLACE aa ‘or foreign ere 12. CITIZEN OF WHAT COUNTRY? 
2 88s during most of mottos life, even if retired) 
ope Ey : Home England unk. 
= § 2 I F, 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

8 re ‘ a 

5 ere a William Wheatley Mary Wright 
= = rd 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 & § TYas, no. or unknown) Gt yer, gre wor or dotes of service) _ 3 %, a 
gees no = - Springfield Hospital records 
2 £2 
3 5 g 1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] SHEEN Des 
0 £6 er 1. DEATH WAS CAUSED BY: 1, 2. 
2 %¢§ - TMACSIAE caver fo) _ Sronchopneumonia 
£ 0 
5 7 = F DUE TO 
= 6 Conditions, if ony, which m»__Arteriosclerotic heart disease years 
s “3 gove rise to immediote DUE TO 
3.8 ccose (6), stating/the under: Generalized arteriosclerosis years 
Jen lying couse lost. {c) 
= c 
3 3 Pact M1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} ite be 2 AUTOPSY 
2 hs >) Chronic brain syndrome aBsociated with circulatory disturbance with ORMED? 
e853 : = O No G} 
fire 3 OS. Be n psy Oo 2 ra 
x © eo. ACCIDENT WAS UNDERLYING [J ‘20b. OESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 

3 

8 

3 

£ 

3 

= 

< 


© HOSPITAL % 
i hospi 


TO FUNERAL DIR 


jetached far use as the burial-transit permit. 
the registrar prior to burial, cremation, ar remavol, and in ony event within 72 hours after 


ATIENDING PHYSICIAN: 


Sette nedid Senyeufeld ni 


Maaeus Gertrud Sonnenfeldt, M.D 
7d. LOCATION (City, town, or county) {Stote) 


. 
220. BURIAL, CREMATION, | 22b. DATE THEREOF 4 3 ; 

REMOVAL (Specify} 

B S eb - 958 Rosen mbe B Va 


moy be retained 


page 3 should be 


Pa 


7 23, FUNERAL DIRECTOR'S SIGNATURE ADORESS ‘da. REC'D BY ge ‘Ub. REGISTRAR'S SIGN, 
ee N Ruth Silcox Cumberland, Maryland DATE " reeds 


¥ ‘XA nvaana 


Barco y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1811 CERTIFICATE OF DEATH ae 


ox 


«Se 

2s 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceosed lived. If institution: Residence before odmisson) 

eg p MARYLAND Ay ie b. COUNTY 

es AR EN OAR R 

=z b. CITY OR TOWN (IF auttide hehe Timils, write | ¢. LENGTH OF STAYIN Ib c. ee ‘OR TOWN {If outside corporole limits, write RURAL ond give nearest town) 

9 Ss Ni WN ss nearest town) 

ee DGE AIS Om: Rib = 

ss d. a oa ape (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 

= OR INSTITU ON A FARM? 
BS o£ + ves] Nog) 
£5 [3. NAME OF First Middle 4, DATE Month 
Se DECEASED ; OF 
23 (ype er prin) = A AD Eh 3 io) 4 NI DEATH 1s 
~o $. SEX 6. COLOR OR RACE | 7. ‘umeoE) aieveR MARRIED [] |B. DATE OF BIRTH AGE (In = 
> jos I 
3 = f Ww HITE aks pivorceo 2) le 7 x boce 


11. BIRTHPLACE (Stole or foreign country) 


th. 
ss 
- 
is 
2 
> 
z 
Q 
8 
a 
2 
e 
EA 
6 
2 
Q 
9 
3 
= 
ss 
z 
2, 
§ 
rf 
a 
3 
8 
i 
a 
z 
rs 
o 
9 
9 
2 
z 
& 
z 
= 
B 
8 
° 
¢ 
= 
i=] 
Cc 
§ 


12. “U OF Be COUNTRY? 
vt Z 


a 


4 HOA [E JAA BRY LAINAN 


{7 £ 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


MUEL CROVSE ARTHA SHRINE P 
is Ti begaseb a TE ein Ore 16. SOCIAL SECURITY NO. |17. INFORMAI Address A B 
a Ss Mlome \wesFeandes Bisa Livin BR pee 


Then please remove corbon popers. 


TTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hour: 


a 
€ 
o 
8 
2 
2 
a a 
s = 
20 
- 2 
a 
Bok 
‘i HE 1B. CAUSE OF DEATH [Enter only one couse per line for (0), b), ond (c)-] INTERVAL BETWEEN 
= os PART |. DEATH WAS CAUSED BY: u ONS! 
bees , _ IMMEDIATE CAUSE (0) ae 
£e6 Igy) 1 
= 3 FA x DUE TO , ; 
fae Conditions, if ony, which ( 
BeEo gove rise lo immediote 
& as cotse {0}, stating the under- ( CUETO 
ede aes lying cause lost. (C) 
ce oe 5 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
gusae = eS = RFORMED? 
RAF oO a 
a38 8 O16 ves O xo 
Pes © 200. ACCIDENT WAS UNDERLYING ()__[ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 
eee & | OR CONTRIBUTING C] CAUSE OF DEATH 
eo26 3 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sues S [2c TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, a 1 20F. (City or towr) (County) (Stote) 
328s 6 Hour 0, m. While Not wile foctoty, street, office bldg., etc. 
zirs g p.m, 19 jot work [} of work , 
‘ahead v 
BaD se 21. U certify that | isiteaged! the he ram, fF VDL, to cK Yo ., AK. that | last saw the deceased 
ges Rs 
2 x 
we 33 alive an_____. S/S eee =! and thet death accurred ata SD EM, fram the causes and an the date stated abave. 
me: ADDRESS (sj0, city or low, stot) DATE SIGNED 
3 : 
ta ACTUAL We Ahh. Ll eZ G -SS 
es _ 
peas ; SIGNATUR! tA LAAT YS t: (ie So FOC 
Bose, i PHYSICIAN'S 
Sa 
Zez2s mi yes 2 fr Gi NS NAD a pW ID Ra Ags MK. 
& £2°° To. Sly cen 7, DATE THEREOF Zc. NAME OF ete ‘OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
>2 OD 7 
= ' ; 
ofoes JON Lele he LouN Ty MN 
- & RE Wy io a. x: BY REGISTRAR . REGISFRAR'S SIGNATBRE 
Vs Als (41 y y Wie. 
avs) £2 iden ede dfoarc FEB 1 3 '58 SII 


oma 


ero! director, 
filed with 


24 haur! 


in 


Pages 1 ond 2 §) 


Then please remove corbon papers. 


ires thot the death certificote be executed withi 
the registrar prior to buriol, cremotion, ar removal, ond in ony event within 72 hours i capes 
f 


After this certificote has been signed by the ottending physician and completely filled in by # 


€ 
5 a 
ggce 
3.230 
Shae 
Bee 
gage 
Eots 
£22 
aces 
oO. 2 
ta? 
ease 
Z5. 2 
ee 
& 2 eo 
= 
° 
ge 
£az 
g2a3 
efss 
528: 
xbe s 
oo 
- 
VS AIS (4) 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ 1812 CERTIFICATE OF DEATH vig oo OT OA 


LG Lees DEATH 2. tel Frere Se {Where deceased lived. If institution: Residence before odmission}: 
°. 


fo b. COUNTY 
OR Ro LL mannan T° AARYL PVD CARE LL. 
b. aes TOWN UF , Sere outa <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
on “7 re 9 
KURBL bstk EARS KvhAleX NWEW CN PSGR 


oa AGL OF Loe i not in espinal give street oddress) d. STREET ADDRESS: e. tS RESIDENCE 
OR INSTITUTION ON. A FARM? 
Yes ff No 
3. NAME OF First Middle lost 4. DATE Month Day ‘Year 
(Type or print Cc SCOTT Gethin GER | _veam FEB 1.1958 
3. SEX G. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] [8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) Min. 
W wipowen fi] pivorceo [} OV i 
TOa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working |i ite even if retired) 


Akl ouy FARM MARYLPND LED 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


a ACG B Shout LIER HANN 


S WAS eee EVER IN U. S. ARMED: — 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
fen. 80, oF unknown) it yes, give wor or dates of service) 
7. ea GS Pp GPP 
LG 2IS:3 2 -CC7TTMES LAEBY AL Gh WL Mebs es Lb 


[]l8. CAUSE OF DEATH [Enter only one couse per line for (0), (bh. ond (eh, ] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY; eae en 
IMMEDIATE CAUSE (0) 


é DUE TO 


Conditions, if any, which rs 
Me ica ; a 
gove rise to immediote( 1 


cotse (0), stoling the under- 
lying couse lost. @ 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 7 eee 
ves no] 


200, ACCIDENT WAS UNDERLYING oem 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEAT 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee 
[20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, for ! ‘20F. {City of town) (County) (Stote) 
Hour 0. m, While Not while foctory, street, office bldg., etc. 
p.m. 19 lot work (J ot work [J a 


21. | certify that | attended the deceased from.__..3/// 5 /e.., 9... 0. A-LIST, 19.__.,that | last saw the deceased 


alive on___ Lf 3¢ JS , oa 19_______, and that death occurred at______. ___M, from the causes and on the date stated abave. 
Peni he | ADDRESS (Street, city or town, stote) DATE SIGNED 


ste L4 E eben teen, us, Litrat Wlasartiesdds...Cabe 2f LER 
Mei te AUS SO ae a 


‘220. BURIAL, “eee ee) DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
Vi VAL (Specify: oO BR 
es EFORME D ANEYToOWD/) 


23. coe RECTOR Ss S's Zl. 2da. REC'D BY REGISTRAR | 24b. tas SIGNATURE 


56 _| (Pte 


MEDICAL CERTIFICATION 


DATE BALA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 S 
4 CERTIFICATE OF DEATH Roe 1895 


bill ay S 
& 3 =: 1, ser or ye heh 2. de arth (Where deceased lived. If institution: Residence before admission} 
fs ¥ % ; Carroll MARYLAND Maryland bCOUNTY Balto, City 
= o b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) / 
i — syeesvitie™ °™ Baltdmore 2V . 
an 4 res d. AE OF HOSPITAL {IF not in hospitot, give street oddress) : d. STREET ADDRESS e. 5 che 
~ : Springfield State Hospital 129 Washington Blvd, ves] No) 
g 3. eae ri First Middle: lost 4. pare Month Day Yeor 
3 (Type or print) Robert Earl BRADLEY OfATH February 15 ’ 19 58 
é 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIEDE} |@. DATE OF BIRTH 9 AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost birthdoy) Min, 


White 


10. USUAL OCCUPATION (Gi 


November 26, 190! 


widowed [] Divorced [] 


ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign country} 12. CITIZEN OF WHAT COUNTRY? 


€ during most of working life, even if retired} 
£ Sheetmetal Worker Maryland U,S.A, 
& ~ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
1 John Bradley Lena Schmitt 
15. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


meg Cm eneeeerwrs|| 96-03-9708 Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] 


ve Aigo CAH Cerebral hemorrhage due to hypertension 


INTERVAL BETWEEN. 
ONSET AND DEATH 


¥ 


Then please remove carbon papers. 


DUE TO 
Conditions, if ony, which » Generalized arteriosclerosis |_ years 
gove rise to immediote DUETS 


quires that the death certificote be executed within 24 ha 


lending physicion. 
is certificate has been signed by the ottending physician ond completely filled in by 


couse (0), stoting the under: 
lying couse lost, ‘a 

Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) 
C.B.S. of unknown or uncertain cause, with psychotic reaction, 


19. WAS AUTOPSY 
PERFORMED?, 


ves (] NO Phy 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Doy, 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City of town) (County) (Stotey 
While No! while foctory, street, office bldg., etc.) | 
jot work [] ot work (] t 


20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 


21.1 certify thot | attended the deceased fram. October 12,, 1957, to. Februa =a5; 19.58. thot t tost sow the deceased 


MEDICAL CERTIFICATION: 


TO HOSPITAL te 
H ag the haspital or 


TO FUNERAL 


& 
2 
2 
3 
Ee) 
; 
=: 
6 
g 
g 
<5 
<2 
<3 
o 
4 
a 
a 
3 
° 
ea 
| 
& 
a 


ATTENDING PHYSICIAN: The low re 


alive an__ eb, =f A 2 AM, fram the causes and on the date stated abave. 
os ADDRESS (Stree!, city or town, stote} DATE SIGNED 
Within Ldn Lirrtlo—~ ,, Springfield State Hospital 2/15/58 


(| IRMkSiwe Edmund Lusthaus, M.D Sykesville, Maryland 


Rg 
ga 
= 
es 
r 
$ 
: 
3 
> 
F 
6 
= 
2 
= 
6 
6 
E 
2 
5 
¢ 
(3 
r) 
§ 
2 
5 
3 
3 
3 
3 
a 
5 
& 
<7 
4 
2 


may be retoin 


23. FUNERAL DIRECTOR'S SIGNATURE 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


EEA Oe ODO eB teoy 


220. BURIAL, CREMATION, Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, tewn, or cougy) {Stote) 
REMOVAL (Specify) g Ly 
LITRE RS cL CLL LC at A f 
2 4 
UX 
: 2 fc 


GL 

g 

Wy . 
af it 


Ee 
, quand 


e death, Page 4 
nera! director, 
d be filed with 


% 


thin 24 hov4 
is certificate has been signed by the attending physician and campletely filled in b: 


Then please remove carbon papers. Pages 1 ond 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 hours after d 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


TO HOSPITAL aa 
owl 


TO FUNERAL DiRI 


may be retaine 


jeath. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
| 1814 CERTIFICATE OF DEATH sects, CEOS 


Ww Men ca ta 2 pene RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
°. IN’ eo. b. COUNTY : 
Carroll efoaieog Maryland Balto,City 
y b. tial ro (If outside: See limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest town) v 
) ind give near a town! 4 , 
feSvi Syrs.lmo.l3days Baltimore 
d. ae eA = nat in hospitol, give street oddress) d. STREET ADDRESS. a yrveo 
Springfield State Hospital 959 N. Chester St, ves C) No Bg 
3. bo First a lost 4, = Month Doy Yeor 
eS agen Howard BRIGHT damn February 2, 1998 

5. SEX 6. COLOR OR RACE |7. MARRIED FY NEVER MARRIED [-] | ©. DATE OF BIRTH 9. AGE si Feo ak pie 24 HRS. 

jsp bicthdoy! 

a Male White wivoweb [) pvorcenf] |August 7, 1905 Oy yes. a 
Mido. bint OCCUPATION (Give kind af work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or toreign country) Ca CITIZEN ied Bad ‘WHAT COUNTRY? 
4 during most of working life, even if retired) 

eo A Street cleaner ~ Marylend U.S, he 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William P, Bright Sophie Obersider 
Ls WAS nee sie th U.S. ARMED FORSES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address. 
eo os eammeeen ™ ax eee scat ef aie Y f 
¥o ue - Springfield Hospital Records 
18, CAUSE OF DEATH [Enter ‘only one cause per line for (a), (b), ond (e).} eka ae al 
PART |. DEATH WAS CAUSED BY: + 
Haneoianvenviee jo. ___ bronchopneumonia ays 
“LG DUE TO 
Conditions, if ony, which 
gave rise ta immediote eh 
couse (a), stoting the under, ( PUE TO 
lying couse lost. {c) 

z I. OTHER SIGNIFICANT CONDITIONS, CONTRIB HING. 4 fers a! pi RELATED,TO THI & MINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. ia cat 

é th ne qe peie 

£ Psyé chosis witn convu SrLoravion.e 

S\LE S 00. aah No fe 

= 200. ACCIDENT WAS. UNDERLYING fae WW INJUR Pea. Ent it if Mid t Lor Port Il of it 18.) 

& [OF CONTRIGUTINGE] CAUSE OF Sul ace own ste 3 by an "2 no oth aes Use tient g triking ete rig houlder 

Se apo Come ee) anding, caus in) ng’ redaene rea whic prove ply Ure. 

& f20e TIME OF INJURY Month, Day, = a INJURY OCCURRED [20e. PLACE OF INJURY tHome, Ni T20f. {City oF tawn) (County) (Stole) 

6 a.m. AWhil Not whil factory, street, office bldg., etc. 

2110285 on. a/15/e on Saye, Blithe Hospital | Sykesville Carroll Md, 
21.1 certify that | attended the deceased from. March Jy , 1923__, to. February. 25, 128 that t last saw the deceased 
alive on_February 2, we 19258, and that death occurred at 8255P_ mM, from the causes and on the date stated above. 

ADDRESS (Street, city ar tawn, state) DATE SIGNED 
ACTUAL ‘ r i 
ACTUAL >, Springfield Hospital 2/3/58 
PHYSICIAN'S 
NAME (Type) avvkesville, Maryland .scccescqseseemess 
‘22a. BURIAL, CREMATION, “A Ad HEREOF 22d. LOCATION c. ‘. 
a. crepes a me (CEMETERY OR CREMATORY 4 (City, town, or county) Y i 
6- $8 ltimMere Shad te [74 | Femgp & : 
23. PONTE DIRECTOR'S SIGNATURE ADDRESS -/R g dp BY = me les REGISTRAR'S SIGNATURE 


fae WOE ach 2716 E Monomenwt Sit- Bal toMell of 


Rnb ih, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
42 CERTIFICATE OF DEATH wera Sue 


od 


=) ERAS, ee 2 ee 

> 5 +, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. [If institution: Residence before admission) 

o 8 0. COUNTY o. STATE b, COUNTY a 

as Carroll MARYLAND Maryland Washington 

£3 b. CITY OR TOWN (if outiide corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, wrile RURAL and give nearest town) 

8 6 RURAL ond give neorest town) by as 

7 Sykesville Plyrs,8mos.22days Cumberland ! my 

v d. NAME OF HOSPITAL (If not in hospitol. give street oddress) d. STREET ADDRESS . 1S RESIDENCE 

ap eé OR INSTITUTION a ~ - Fs ‘ON A FARM? 
Springfield State Hospital 1115 Virginia Ave. ves] No [ 
g 
5 3. NAME OF (Alias Johmelee Conahucyede lost 4. Date Month Dey Yeor 
3 (Type or print) Robert Edward Lee BRINHAM DEATH Februery hy 1958 
oO 
o 
2 


5. SEX 6. COLOR OR RACE |7. MAapRiED [] NEVER MARRIED [J | 8. DATE OF BIRTH - 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a 186 ‘qxiebiethday) Months | Days Min. 
Male White |wirooweng} _otvorceo [J 9 oA 


12. CITIZEN OF WHAT COUNTRY? 


> 
3 re) 
Beals 
2 « 
a 3 
ie t 
= es 
=e 2 
a 
me Sak. 
2 £8] 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
a ee ae ‘of working life, even if retired) 
2 528 nknown - Maryland U.S.Ae 
3B 8 a S > \ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
S55 | ae 3 a i 7 
3 3 a, Benjamin F, Brinhan Mary Eliza Martin 
= £33 1S, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
ses (Yar, no, oF unknown), {Wt yes, give war or dates of service} o ® pes te . 
8 2 aS - - Springfield Hospital Records 
a ds 
3 H 2 < 18, CAUSE OF DEATH [Enter only one couse per line for (0}, (b), ond (c)-] AN TER VAL Rayon 
2 20% PART |. DEATH WAS CAUSED BY: rterios + heart diseas 
2 hee " eeccce G Arteriosclerotic heart disease ears 
$ =e¢ uy DUE TO 
= 5. > Conditions, if ony, which (b, 
& 8 Eo gove rise to immediote 
3 Bas couse (0), stoting the under- ( OVE TO 
S am lying couse lost. te) 
eh °¢ lyingsovseiloste 
3.283 8 gy 5 a Bn 1. a a come Teg INTRIBUTING TO DEA) }UT NOT RELATED TQ THE TERMINAL DISEASE, CONDITI BOTY E APART lle] 19. WAS AUTOPSY 
2 E259 rel Sab ae sassocls sd with Ceres st.witn cerebral arteriosclerosis Wi PERFORMED? 
2tge8 15 |_pgychétic reaction. ves) No fi 
Fe ooze © 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
RG ab & | OR CONTRIBUTING C7 CAUSE OF DEATH 
< 3 £9 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sa5es & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote) 
= # gs Fay Hour 0. m. While Not while foctory, street, office bldg., etc.) t 
asErE = p.m. 19 Jot work [] ot work [J ' 
7 b5 
3 ft oa Fe 21. | certify that | attended the deceased fram. March 7, __ ,1955_, ta February _! ” 1928 that | last saw the deceased 
a > ed e 
es 3 5 aliverdh. PA Diee 35. oe . 92.58__., and that death accurred at_1.2L9A M, fram the causes and an the date stated abave. 
— i 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
eee uo, Springfield State Hospital 2/14/58 
£62 
228l2 PH : . . * x 
<izi2 /| |GRatHNS Keustin delCampo, M.D. Sykesville, Maryland, = 
S83 Se 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or coynty) (Stote) 
Ors BS &DREMOVAD (Specify) | iG G 4 af) \ f fy ral 
ofo te SUL Febelg 14S Aston LAALINE DOL A. ri of MAM 3X2 LY 
oF GF ej RECTOR'S SIGNATUR 2do. REC'D 4 pana ree hae a 
YS AIS (4 RB ‘ ples . P 
YEA 535) Qs pate FE Se f. A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 1816 — CERTIFICATE OF DEATH sipiuaee Dae 


—_t 


~ ose 
S 3 a( "7 ti a. ey er ad 2. ble data (Where deceased lived. If institution: Residence before admission) 
Z £3 Gearell. marvtann || ° faryland > COUNTY Montgomery 
€ jong b. CITY OR TOWN [if outside corporote limits, write { ¢, LENGTH OF STAY IN Tb. c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) V 
g Ss 3 RURAL ond give nearest town) 3 : 
cB Sykesville 19 days Rockville / ‘ee <3 
a d. NAME OF HOSPITAL (If nal in hospilol, give streel oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
"g &q& ae INSTITUTION a “ ON A FARM? 
Springfield State Hospital Glen Hillis, Valley Drive yes] No) 
3. NAME OF i i 4. DATE 
NAME oF First Middle lost Dal ___ Ment Ooy Yeor 
(Type or print) Lucy Murray BURDETTE DEATH February 3, 19 58 


3. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] |® DATE OF BIRTH 9. AGE (in yeors [IFUNDER 1YEAR]IF UNDER 24 HES, 
whe st thoy) Min, 
Female White |wwowe pF  ovorceoQ] | November 15, 1888 89 yt. E= 


100. USUAL OCCUPATION (Give kind of work done| 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during masl of working life, even if retired) 


) 


I Housewife - Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
seph Murray Hannah Owings 


1s. ais Peon INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(Yes. no, or unknown) {it yer, give wor or dates of service) r 2 
No - e Soringfield Hospital Records 


1g, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


lease remove carbon papers. Poges | and 2s 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 hours ofter deoth, 


> 
a 
= 
. 
= 
> 
s 
2 
o 
€ 
5 
i} 
2 
5 
< 
a 
oe 
= 
7S 
= 
ol 
3 
© 
= 
> 
) 
: 
cd 


§ PART CEA MEDIATE CAUSE (o) Bronchonpneumonia Days 
s) , 
= v 4-9 1X weer 
Conditions, if ony, which Arteriosclerotic heart disease Years 
gove rise to immedione | = 
hy ee ___Seneralized arteriosclerosis [ Years 
dying couse lost. 


Pact Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Hee AUTOPSY 
ERFORMED? 
Impression:C.B.-S. associated with arteriosclerosis. eS DO not 
20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


pa 

20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while. foctory, street, office bldg., etc.) | 
pm. fot work [] ot work (J 1 


21. | certify that | attended the deceased from_ January 1,19 58 10 February 3,,, 19.58 that | tost saw the deceased 


-M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, ete) DATE SIGNED 


he hospital ar attending physician. 
MEDICAL CERTIFICATION 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ho 


To aan 
i 


MD. 


aS Agustin delCampo, M.D. 


22a. BURIAL, CREMATION, | 2b, DATE THEREOF ‘Mc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of county) {Stote) 
Burgas” Yy) 
Feb. 19 nane ong 


page 3 shauld be detached far use os the burial-transit permit. 


23. ep DIRECTORS SIGNAT: “A —~ 24a. REC'D BY REGISTRAR__| 24b. STTaae a5 ae 
nos, Ace amas cus, Md a a ee 
ae yl We < o es , 5 TER C (des 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1817 CERTIFICATE OF DEATH sep om eos 


>_< 
=a 


K 


st 

> $ = I Kaan sails bg wrsiay toelta (Where deceosed lived. If institution: Residence before admission) 

oO fa a. a. §) b. COUNTY Z - 4 

& 38 aYrYoO MARTIAN arylaud Carrell 

£ Be b. CITY OR TOWN (If autside carporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporate limits, write RURAL and give nearest tawn) J 
8 55 RURAL and give nearest town) 49 fh i 2 Vi Ap yt : 
2 a SVK2S Me 7 AoYS Ball; puprz 3 Vaso 


d. NAME OF HOSPITAL (If not in. oe give street address) d. STREET ADDRESS: . 1S RESIDENCE 
Lo or INSTITUTION | 4 ON A FARM? 
/ AG: iy Ps Mood eights five, yes [1] NO 


3. NAME OF Middle Lost 


ae Wiehe / as Byehi'ch 


5. SEX 6. ety OR RACE [7. MARRIED [NEVER MARRIED [] |B. DATE OF BIRTH 
wibowen [J Divorce [} ~1S~- Fl 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most af working life, even if rptired) 


ae Month Day Yeor 


Beara Feb, wp OF 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy} [Months] Days | Hours Min. 


Zé" 
11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Austria Nafaralezed. 


Pages | ond 2 3! 


th... 
Ta 


V2 FATHER'S NAME . 14, MOTHER'S MAIDEN NAME 
ichofas _Byehich ahs arek 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT rs ‘Adres 
Yes, no, oF unknown) (Gf yes, give war or dates of service) Kes Zi 4 ; “20 i ye O ( edh IS, fh ir 
: a b 


18. CAUSE OF DEATH [Enter anly ane couse per line for (o). (b), ond (c).] INTERVAL BET a 


PART 1. DEATH WAS CAUSED BY: sea Sete) in, 
5 P7-_JMMEDIATE CAUSE (0 


~ am buE TO 


Then please remave corbon papers. 


the registrar prior to burial, cremation, or remaval, and in any event within 72 haurs after d. 


Canditions, if any, which ) 
gove tite ta immediote 

cote (a), stating the under, ( QUE TO 
lying cause lost. {o) 


Past WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)} 19. es AUTOPSY 


RFORMED? 
15 O no ng 

20, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 
OR CONTRIBUTING CF} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20F. (City or town} (County) (Stote) 

Haur 0. m. While. Nat wie factary, street, office bldg., etc.) | 

p.m. fal work [7] at wark | 


21. | certify that | attended the deceased a ees estas tos .. 12.5 ,that | last saw the deceased 
alive an.______+ 2. 0/1) wie, and that death occurred ot. San, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


After this certificate has been signed by the attending physician and campletely filled in by 1 


JATIENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haut 
the hospital ar atten: 


page 3 shauld be Maiached far use as the burial-transit permit. 


at 3 2) ADORESS (Street, city or town, state} DATE es 
4 / | |e ~ ». Sfeingdiold Tole Mose Bel 2-7-5 
br m ads 
223 pasta _—_JA5vo Sl _Sikesutle, Haryloae 
FA 2 2 Tle. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Slote) 
oFo 12 LLLS EF MeRRAINE PAI Wit SOR Miéh LD, MIL 
- Ld 


oe FUNERAL oo Bir sonarun ADDRESS 72 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
3s cae , ‘ P 
Aenevan/- 3518 ty / oapeep1 3 58 fides. 


oe 
S 
es 
ea 
bcs 


| 


¢ death, Page & 
eral director, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
* 1819 CERTIFICATE OF DEATH patel 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
9. STATE b. COUNTY -— Vv 


a. 


1. PLACE OF DEATH 


¥ ferroll MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAYIN 
RURAL ond give nearest town} aie) a 


Sykesville, Me ryland u yrs 
‘d. NAME OF HOSPITAL (If nat in haspital, give street address) 
OR INSTITUTION 


©. CITY OR TOWN (If outiide corporate limits, write RURAL ond give neores? town) 


Baltimore 24 


d. STREET ADDRESS 


@. tS RESIDENCE 
IN_ A FARM? 


illed in by th 


Pages 1 ond 2 shuwtd be fil 


Then please remove carbon papers, 


After this certificate hos been signed by the attending physicion ond campletely 
the registror priar ta burial, cremation, ar removal, ond in any event within 72 hours ofter deoth. 


INDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hour 


he hospito! ar attending physician. 


/ 


poge 3 should be detached for use os the burial-transit permit. 


TO HOSPITAL 
moy be retoined 
TO FUNERAL DIRE 


bors 


Springfield State Hospital 32h South High ves C] No fk 
3. tb {eg First Middle tost 4. atig Manth Doy Yeor 
(peor eel) Rosina (Rose) _Ciancuilli Capaldo drarH February 18 49 58 
5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR|IF UNDER 24 HRS. 
Female White last birthdoy) [Months] Doys | Hours] Min. 
( } wipowed (f oworctoC] | Sept. * 1866 91 om. 
1a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Gad Italy Shomer U.S. A, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Felix Ciancuilli Marie Camcialle 
15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yas, no. oF unknown) (IE yes, give wor or dates of service} ps W 
No None Springfield State Hospital Records, ,_ A 
18. CAUSE OF DEATH [Enter ‘only ane cause per line for (a), (b). ond {c).] Path ak iy 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE Cause (o)_Coron> ry Occlusion L Wee 
Y¥20./ DUE TO : es 
Conditions, if ony, which a Chronic Myocerditis 10 yrs. 


gave rise to immediate 
couse (a), stoting the under- 
lying couse lost. 


puro Generalized Arteriosclerosis 15 yrs. 


rs Paar Ui. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION on Pee ees is onan 
<| Chronic Brain Syndrome associated with senile brain disease with psychoti¢s7” now 
S 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.) 
= OR CONTRIBUTING [] CAUSE OF DEATH 
© J(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (State) 
ra Hour a.m, While Not while factory, street, office bidg., ete.) ! 
= p.m. 19 lot wark [J] of work 7] i 
Biehl certo mie illic lected thetGacecesd irom anal a min Mie DAE joe P= Fi" thal ll tart savelthe decanted 
alive on___ 2-18 Ee Hill —_ and that death accurred ot6245 Pew, from the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


SGNAY mo. ..Springfield State Hospita 
Gitte Morrell N, Mastin, M. De Sykesville, Maryland __ 
2a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, ar county) {Stote) 
R te ‘sil 
2/24/58 Holy Redeemer Cemater; 2 


2do. REC'D BY REGISTRAR | 24bREGISTRAN'S SIGNATURE 
cs lh areas ~f 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 


SSP 8 Oe 


MARYLAND wit DEPARTMENT OF ee 18 


=>, 1949 CERTIFICATE OF DEATH sep ow nf) 1910 


onl 


= < 
a 2 Ta eer 2. bagels RESIDENCE (Where deceosed lived. If institution: Residence befora admission) 
o ¢ °. ©. b, 
ee Carroll MARYLAND Maryland COUNTY Balto.City ee 
£ es 8 b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town} 
2 § RURAL ond give nearest town) . 
iy Sykesville Imo. 1A4days Baltimore ‘ 
Pad d. NAME OF HOSPITAL [IF nol in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION > ON A FARM? 
, Springfield State Hospital 22 Park Ave, ves) no#) 
3 Wee fas ; First Middle Lost 4. DATE Month Dey Yeor 
{Type oF print) Fook CHIN orm = Februa 24, 19 58 
5. SEX 6. COLOR OR RACE 17. MARRIED [-] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER} YEAR| IF UNDER 24 HRS. 
lost ayer Days | Hours Min. 
Male Chinese __|wioowen gj 2? oworceol) | November 3, 1864 93 yn. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1}. BIRTHPLACE {Stote or foreign country) V2, CITIZEN OF WHAT COUNTRY? 


Then please remove carban papers. Pages 1 ond 23 


€ during most of working life. even if retired) - 
2 Unknown = China China 
s 19, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
% 
° Unknown Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yer. no. oF unknown} {It yes, give wor oF dates of service) 4 
No - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL 8ETWEEN 
PART |. DEATH WAS CAUSED BY: ; CWPELAND YRS TA 
: ; DEATHMEDIATE Cause (o)___ Arterlosclerotic heart disease 
7 DUE TO 
Conditions, if ony, which m___ Generalized arteriosclerosis 
gove rise to immediote 
couse (0), stoting the under. ( UE TO 
lying couse lost. (9 


After this certificate has been signed by the attending physician and completely filled in by 


€ 

So 

He 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)| 19. ieee a 
= =| C.B.S-associlated with senile brain disease with psychotic reactién, wie” 
& oo tae No] 
= = 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

5 8 [OR CONTRIBUTING Cl CAUSE OF DEATH 

4 1G | (0F EITHER, NOTIFY MEDICAL EXAMINER} 

3 < 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
. Ft Hour 0. m. While Nat while foclory, street, office bldg., etc.) | 

a = p.m. jot work [] of work [J i 

: 21. 1 certify that I attended the deceased from January 10,, 19.28, ta February 24,19 58 thot | lost sow the deceased 
z 


©_AM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


alive on February 23, ___, 1998, and that death occurred ot.5 


ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hoy 


acTuat 
SIGNATU 

Vw 
PHYSICIAN'S 
1) [NAME tye) ig 


* 


poge 3 shauld be detached for use as the burial-transit permit. 


Bow. 


| 220. BURIAL, CREMATION, ca ie age CEMETERY OR CREMATORY Rd /HPCK, . Sy county) 
ee fey, f g Vy 
aM ie ad: age STs ILL 
VS ANS (4) - 3c * 
Ba vss LAL | LL, V4 p58 
yj ae 


the registrar prior ta burial, cremation, ar remaval, and in any event witha 


TO HOSPITAL 
may be retained, 
TO FUNERAL DIR! 


Lag lab erg 


1 wes geeky oe RUMEN, ao. 18 r 1 g ! 5 
182 CERTIFICATE OF DEATH \ a 


ACTUAL 
SIGNATURI 


aie Reg. Dist. No. 
rs = 
% 5 ; 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceored lived, ‘If insutiony Residence befoge adminion) 
2 he b.county WaASl zTO 
eee Carroll MARY LAE, Maryland Balt De CAA 
£3 b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAYIN Ib © CITY OR TOWN (if autside carporote limits, write RURAL ond give nearest town) J 
go 6 cae roan rest town) si fan) 7 
Dye ykes' e elmo. 29day§ Belitihive! Hagerstown L103 aL. 
3 aeseaT = 
A ¢ ae OF ens (If not in hospitel, give street oddress) 4, stReeT ADDRESS 207 E. Washington St ots RESIDENCE 
mS pringtteld State Hospital yes [] No 
. aes 
2 5 5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
a2; five oxiptin) Oscar McClelland CUMMINGS ou«m  Februa 10 1958 
= =e 5. SEX 6. COLOR OR RACE 7. MARRIED [_] NEVER MARRIED PS} | 8. DATE OF BIRTH % AGE oie IF UNOER 24 HRS, 
4 . Min. 
3 as Male White wiDOWeED 24] pvorceoQ) | June 26, 1882 e is. i 
=f es: 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g fe 85 during most of warking life, even if retired) 
x zed etired Contracto Own Busine Maryland U.Sehe 
g o85 ) 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
CPs oh David Cummings Susan Hawbaker 
2 $ é 3 1S. WAS DECEASED EVER IN U. §. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
= BEL Coane Serco (it yer, give wor oc date of x 2 
5 per ° - - Springfield Hospital Records 
3 2 4 < 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INIERVAU SEWER 
2a} ‘ 
‘: an 2 cee eee ee MEST CR aE eh Arteriosclerotic heart disease Years 
3 se: if. DUE TO 
= 5z> Conditions, if any, which Generalized arteriosclerosis Years 
z (bp 
3 BES gove tite to immediote 
= Stee couse (0), stating the under. ( DUE TO 
e é 23 lying couse lost. {e) 
es aS z 
3283 2 Pagt I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
25225 2/C.B. waggociated with circulatory disturbance,with cerebral arterio- LD) NO 
2a0.2 u alareac rth newahe a» etj65 
a eons © [20a ACCIDENT WAS UNDERLYING LT© | 20b- DEST RIBE HOW INSORY OCCURRED, (Enter nature of injury in Port | or Port Il of item 1B.) 
ZSdey & | OR CONTRIBUTING C] CAUSE OF DEATH 
“462 2 ° © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss & |20e. TE OF INJURY Month, Day, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (State) 
ese S cs Hour a.m. While Not while factory. street, office bldg., etc.) | 
SsE°§ = p.m. 19 Jot work [] ot work [J i 
a 
Ses=< 21. | certify that | attended the deceased from Dec. 1], 
ELEGS 
oe ss alive on_ February 10 
wee on 
a: 
BS 
Re 
35 
2s 
oa 
“8 
ip 
gz 


£o 
pet ; 
£23 Name tyes, “Agustin delCampo, M.D. _ Syke e, Maryland, _ 
Fa 3 3 ge ley ‘Wb. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) (State) 
MOVAL i = 
=i Burial. 2/13/1958 Rose Hill Cemetery Hagerstown, Maryland 
Ee 'S SIGNATURE +, ADDRESS 2da, REC'D BY REGISTE ‘Tate REGISTRAR'S SIGNATU 
sais es uneral Home aserstowny Mde pee ‘FEB 1 3 00 ative SIVA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; " 
1821 CERTIFICATE OF DEATH N83 


Reg. Dist. No. 


“~ cs 
> 3 z. LW eet on eer ‘a be posse (Where deceased lived. If institution: Residence before admission) 
& £8 Mi MARYLAND b, COUNTY WZ 
3 ry land y 
£ Be Denver TOWN {if outside carporote limits, write | c. LENGTH OF STAY IN 1b «. CITY oa TOWN (If ouiide corporote timits, write RURAL ond give neares! town) 
g 34 RURAL and give nearest tawn) auia ya 
- =~ 2WyIms_a Baltimora, Nd VYVOT F 
i d. NAME OF HOSPITAL 3 nat in haspital, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
po OR INSTITUTION ON A FARM? 
ie Rethe e yes [] No] 
a: attaseo First Middle lost 4. oad Manth Doy Yeor 
ae aed Grace L Dean =" 2 2 19 58 


$. SEX 6, COLOR OR RACE |7. married [] NEVER MARRIED [-] | 8. DATE OF BIRTH . 9 ead if UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday’ 
I Fem Mgbe itotenge ly Sobvorcepi[:] =5=72 B5e on. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar foreign country) 
during most of working life, even if retired) 
ousewife 
13. FATHER'S NAME 


West Virginia 


14. MOTHER'S MAIDEN NAME 


Charles N, Mayers Louise Yoh 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address sf 
{Yet, no, oF unknown] Ilt yon, give wor or datet of service] 
no unkn Si R 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ie] 


18, CAUSE OF DEATH [Enter only ane couse per line far (a), (b), ond (c}-] 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (o} 


C a Ss DUE TO 


Then pleose remove carbon popers. Pages 1 ond 23 


Canditions, if any, which (b)__ 
e to immediate 

ing the under. ( DUE TO 
lying cause last. (ec) 


OB GS AREDE VEEN COLEUS URI AE ALAS "BEPUNS PEREETONON OV NTA "9 IE 


ves (]_ NOE 
200. ACCIDENT WAS UNDERLYING 0] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Port Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Month, ae Year | 20d. INJURY OCCURRED — | 20e. Dace OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Haur 0, m. White lbtewhil 'C factory, street, office bldg., etc. 4 
p.m. Jat work [7] at wark i 


21. | certify that | attended the deceased from.____ 3 2Oe.. Is, to Qe I3en_---. , 19. 58.,that | fast saw the deceased 
alive an_______ Q223— ., ye and that death accurred at.2.¢00__PM, fram the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
a Springfield Steta Hospital. 2223-58 


hed for use os the buriol-transit permit. 
MEDICAL CERTIFICATION 


hospitol or ottending physicion. 
: After this certificote hos been signed by the oltending physicion ond completely filled in by | 


ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hou’ 


* 


the registror prior to buriol, cremotion, or removal, ond in ony event within 72 hours ofter death. 


£3 yi 

B51 f 
Zia 2 PHYSICIAN'S 
Z2g2 NAME (type)___Edmund LIusthaus M.D Sykesville, Mar ong Pe eee 
SSEO Tho. ILS 2b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 2d. LOCATIONAG, tawn, or county). (Stote) 
2528 = SL ae a Bee of POMS: 
2 e 23. FUNERAL DIRECTOR’: ee IGNATURE ADDRESS p> nS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

15 (4) ee 


A 
5m 9/55 é : DATE FER 2 6°58 2 


Tr; y i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


oA L EXAMINER’S CERTIFICATE OF DEATH 
i 
FOR STA ' MFRICA Res. i. Noy 4 Sta. 
HEALTH DEPT. ry eae 2. USUAL RESIDENCE {Where deceased lived. If inslitution: Residence before odrission| 
eo oy uo 1. STATE b. INTY 
B25 Carroll mamano || ° AE Mo rvland COUN Garrod % 
bee = 2 b. ke) OR TOWN eas corporate kimits, write SURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give neares! lown) 
ey aN t 
boas ( M Rural -- Mt, Airy 25 yrs ||x Rural-- Mt. Airy, Md. a 
S d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS + IS RESIDENCE 
28 = 
e Ze Buffalo Road vesx]_ NOD 
SBed = a 
see 
C390 3. NAME OF First Middle Lost 4. DATE Month Do; Year 
2228 DECEASED OF u 
ere oO a 
ees peer ero!) CASPER W. DILLER FEB. 16, 1958 
Eels . 
o = o 5. SEX 6. COLOR OR RACE |7. MARRIED. NEVER MARRIED. (a! 8. DATE OF BIRTH . ‘ [if UNC UNDER IYE TYEAR ila UNDER / 24 HRS. 
fps A =OS 2 ‘a Monthh] Days | Houn | Min. 
3 ae 3 male white wiboweo (] pivorced () 12-28-1881 7 yn. | 2, " : 
Hy 8 > S 100. USUAL OCCUPATION [Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
agek during most of working lile, even if retired} gy 
Sele rme owner Maryland Uses. 
3 e 35 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
S282 John H. Diller Ida M. Kreglo 
H 
cf es 15, WAS DECEASED EVER IN U, S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT Addren 
52 
gee [Yen, 0, oF vaknewn) Lit yar, give wer or dates of service} : 
228 no _| Mrs. Ella M. Diller, Same 
oes 18. CAUSE OF DEATH [Enier only one couse per lige for (0), {b) aa = = sien ror 
Esee PART I, DEATH WAS CAUSED BY: ; 
£240 I IMMEDIATE CAUSE (0) wey (Ke titaectr— es 
$$ iL nf DUE TO ; 
gs ss / : 
roe Conditions, if ony, which ) sir Sea pA Ade tene. Eee 
” gove rise to immediote couse v 7 
Ss (0), stating the underlying, OVE TO j 
< covielat | ie , 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Nee AUTOPSY 
‘ORMED' 


‘SE cing 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 18.) 
PRIMARY (} or CONTRIBUTING O) 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Doy. Yeor [20d. INJURY OCCURRED |70e. PLACE OF INJURY (Home, ies {20F, (City oF town) (County) {(Slote) 
Hour 9. m. While Not while factory, streel, office bidg., etc. 
p.m. yw ot work [} of work [J ' 


writing the ward “pending™ in pencil 
Page 3 should be used os a burial: 


led to the Chief Medical Exomi 
or its designated agent, priar ta burial, cremation, ar remova 


2). I certify tet | took chorge of the remoins “oe above, held an Autapsy [[]. Inspection 7], Inquiry pxe and in my 


opinion death resulted from: Natural causes Accident [[], Suicide [7], Homicide [J], Undetermined monner [J 


ACTUAL b ai DATE SIGNED 
3 5 SIGNATUR Ridlog Mp, CHIEF MEDICAL EXAMINER o 

Pt I ASSISTANT MEDICAL EXAMINER (_} Ae 

£f< EXAMINER'S - 
EUPe [_ NAME {type Tames 7. RsH DEPUTY MEDICAL EXAMINER Ef 
& eof 270. BURIAL CREMATION. |27b. DATE THEREOF ~~ 22e. NAME OF CEMETERY ORRRERHVEORY Mid. LOCATION (City, town, or county) ~ {Stole} 
oes? K REMOVAL ea eas” 
o**o tl BURIAL =22-1958 Prospect Frederick Co., Md. 

ia \) [23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24o. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS. AISME WV 7 as 4 ’ 
Bure C. M. Waltz, Winfield, Md. 5 


CATE EF RD 4 1 E cf 


oe 

qi 
i 
i 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1823 CERTIFICATE OF DEATH pines 


< ce . 
® 3? 1. PLAGE OF DEATH ra pasos (Where deceased lived. If institution: Residence before admission} 
5 8 B °. CO - b. COU 
eso 20 mannan | MALDN Lo ANN ARE Z 
£ Be B. CITY OR TOWN if outside corporate limit, write [e, LENGTH OF STAYIN Tb CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town} 
g 54 URAL ond own) * q 
x QO Inf =A WY NN RIDGE 
ad Hoo d. NAME OF HOSPITAL (if not in hospital, give street address) pd. STREET ADDRESS: e. 1S RESIDENCE 
Siiel ) OR INSTITUTION i ON A FARM? 
ae ‘ yes 1] No 
= BY ce NSIS! NAME OF First Middle Lost 4. pate Month 
23\ 1) (Type or print) FEEDN FLORENCE DoweERY DEATH == B 
5 9. AGE (In yeors 


Mug 5. SEX 6. COLOR OR RACE | 7. MARRIED [} NEVER MARRIED. [ 8, DATE OF B8IRTH 
F EL _|wwowe [a worn Ol |WVA RP FO -/FF7 


Tos Bil 
yt. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT UNTRY? 
dying matt of working lif, even if ative) A 
3 
eR LDeMES TI YB RV LED pes 
AX FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


hip REBECER WILLIPTTS 


is Je i 
fevesioneetietel is’ Ai jus Woe ott orga ct eran ees . ¢ “ 
24-12 HOk y TUNE KEEN ANON PEE SY 


he attending physician and campletely 
Then please remave carbon papers. 


18, CAUSE OF DEATH [Enter only one cause peraifte for (0), (b), ond (c)-} INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: 4D 
ae IMMEDIATE CAUSE (a), L Fev ae SP bb he AS? 
ee . DUE TO 


Conditions, if any, which () 
gave rise to immediate 


couse (a), stating the under. ( DUE TO 
lying 2 lost. ) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1I(e}|19. WAS AUTOPSY 
yes(] no) 
20a. ACCIDENT WAS UNDERLYING []_j20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER). 
[20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED {| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a. n. While Not waite factory, street, office bldg., Cal 1 
p.m. jat work [-] of work 


21. | certify that | Stlended: the deceased from... Fs l-19. SY, toe a 19. SX, that | last sow the deceased 
alive ons ee ee, 7 Ws, and = death aera at 4S Ff, from the causes and on the date stated above. 


/ , ADDRESS (Stregt..cjty or town, state) DATE SIGNED 
eau AM KEGG a. a ee aur 


icin. 


(4) 


MEDICAL CERTIFICATION 


After this certificate has been signed by t 
ched for use as the burial-transit permit. 


the haspital ar attending phy: 


« 


TTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haut 
the registrar prior ta burial, crematian, ar remaval, and in ony event within 72 hours after death. 


we | artes LS SEN Aa ae FL 
£O2 am ye a 
Z322 pate 7 bb MP jor Gt MD 
5 £3 Ke 720. BURIAL, CREMATION, | 22b. DATE THEREQF ‘Zc, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, om or county) (State) 
272 f i eye REDERICL Co Pap 
e 2 Re ee neg Lliuore Pusdrc. Yu le BECI PSY) REGISTRAR Ta, REGISTRAR’S SIGNATURE 
Yew ess) (eo song Ute SULA STO Je DATE oie Seve A 


Reg. Dist. it § 1 6 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a. b. COUNTY 
Maryland Montgome i 
c. CITY OR TOWN {If oulside corporote limits, write RURAL ond give nearest town) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ 1824 CERTIFICATE OF DEATH 


— 
=) 


a 1. PLACE walt 
SCENT Carrel. MARYLAND 


b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Tb 
tee ond sviiie neorest town) 


id be filed with 


¢ death; Page 4 
nerol director, 


12 Silver Spring 
Ee a. we OF HOSPITAL {ff not in hospital, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
ne i =i OR INSTITUTION ON A FARM? 
oa Springfield State Hospital. 10737 Colesville Rd, ves) No] 
6 3. NAME OF First Middle lost DATE Manth a4 Yeor 
3 {Type or print) Ruth Marie Edwards DURST ATH February 19 58 
: 5. SEX 6. COLOR OR RACE |7. MARRIED SS] NEVER MARRIED (7 | ®. DATE oF BIRTH % AGE pyr iF UNDER 1 a IF UNDER 24 HRS. 
ost bar 
a Female White |woweo— —oworceot) December 27, 1899 sae fags eed a ie 
be 10a. USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY|11. BIRTHPLACE (Stote or foreign 138 12. CITIZEN OF WHAT COUNTRY? 
bes during most of working fife, even if retired) home 
23 Housewife Own Pennsylvania U.SeA. 
#3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
° 
fe Theodore Edwards. Addie Brown 
ra 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
& (Yet, no. oF unknown) {tt yes. give wor or dotes of service) 
te No - = Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE Cause (o)___ br onchopneumonia 
id 


Then ple 


the registror prior to burial, cremotion, or remaval, and in ony evént 


- wen 
eoraitieat’.it onpatien L Arterlosclerotic cardiovascular disease Years 
gove rise to immediote 
coute (a), stoting the under: ( OVE TO | 
lying couse lost. el 
Paet Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO JHE TERMINAL ait: ie ITION GIVEN IN PART I(0)/19. WAS AUTOPSY 
C.B.S associated with intracranial infection t encephali wit es ORMED? 
no res oF — 
20. ACCIOE ‘AS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part { or Port Il of item 1B.) 


OR CONTRIBUTING (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY GCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. {City or town} (County) (Stote} 
Hour oa. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work [) ot work [] t 


, to February 20) 19.58 that | tast saw the deceased 
\M, from the causes and an the date stated above. 


R: After this certificote hos been signed by the attending physician ond completely filled in by | 


ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hou’ 
the hospital ar attending physician. 


page 3 should be detoched for use os the burial-transit permit. 


ADDRESS (Street, city or town, stote} DATE SIGNED 

= Springfield State Hospital 2/20/58 
ao 

£33 Nanetvee__Edmund Lusthaus, M.D. 

FA & > ‘Zo. BURIAL, ‘rei ‘2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 

ate 2/24/58 FT. LINCOLN CREMATORY PRINCE GEO, COUNTY, MARYLAND 

e F q 73. FUTYERAL DIRECTOR’ NAY hi ADDRESS: ‘2fo, REC'D 8Y ren ‘Qabf REGISTRARS SIGNA ue 

V5, A849 ae a Vemphee SILVER SPRING, MD. [ose FEB25 BB one 


MARYLAND STATE | DEPARTMENT © OF HEALTH— BALTIMORE, 18 Lee 
. 499 CERTIFICATE OF DEATH ‘eee 


ool 


ey fe . Reg. Dist. No. 
we . was 
& 33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
£ 23 M Seen Gare marvianp |] Mary land Weng Carro1l 
* Bs b. GITY, OR TOWN (lf outside corporate limits, write Te. LENGTH OF STAYIN 1b ||" c. CITY OR TOWN (If ovtide corporate limits, write RURAL ond give nearet town) 
t 
~ 23 Piney air on 42 Yrs. Taney town 
3 d. A TyTN. (tf not in hospital, give street oddress) d. STREET ADDRESS e. 3 ee 
£i Walt view Avenue 11 Fairview Avenue ves aut iS oat 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
(Type or print) Elizabeth Essi, DatH =©February 23 58 
19 


5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [J |®. DATE OF BIRTH 9. AGE (in year IF UNDER | YEAR] IF UNDER 24 HRS. 
fay bartho ; 
Female White —|wnoweo ff)  oworceo CQ] | April 17, 1888 1856 ‘go vale aa a 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of mg? even if retired) 


Housewife, Housework Her own home Butler Co,, Pas U.S .As 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Stratton Elizabeth Maitland 


ey ‘WAS ce EYER U.S. id in eds 16. SOCIAL SECURITY NO. }17. INFORMANT / TENA ro Ate Address 
in eeacere Siw asia ad tary : Fee 
Kee moe None Mary Lou Essig,11 Faieview Ave,.,Yaneytown, Md. 


18. CAUSE OF DEATH [Enter anly ane cause per line for {0}, (b), and {c)-] 2h eas ab a 


se remave carban papers. Pages | and 2 3 


|, cremation, ar remaval, and in any event within\72 haurs after death. 


PART |. DEATH WAS CAUSED BY: ) 
2 IMMEDIATE CAUSE (o] Coronary Occlusio 
= DUE TO 
Canditions, if any, which rs 


ove rite to immediote 
cause (0), stating the under. ( DUE TO 
lying couse fost. 


cate has been signed by the attending physician and completely filled in by 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hau 


& 
jae 
SiEce 
B85 iz Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART K(a)|19. WAS AUTOPSY 
a= g PERFORMED? 
3 iS 
£43 < ves] No 
a6 2 v 
2 3 5 |S |. ACCIDENT WAS UNDERLYING (}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 1B.) 
382 E [irate Rot as eae 
c = Vv 
ee = 
os 2h 20c. TIME OF INJURY Month, Ooy, Year | 20d. INJURY OCCURRED = |{ 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
3.2 8 8 Hode velit: Woktie: .aaiNicn ster factory, street, office bldg., etc.) 
3 ; g pend lot work (J ot work ' 
a335 21. I certify that | attended the deceased from. aes oa ee 19.54, to aphsb 2.2... 19.2% .that | last sow the deceased 
3: 
Re $s alive sci, Se tc i ae 1A, and that death occurred at__2 =_M, from the causes and on the date stated above. 
i: 3 ADORESS (Street, city or town, state) DATE SIGNED 
he ACTUAL 
oe a5 Sa oC Teg 2 Le ~sburg Md fob 24y 195 ig 
ye5 2 6 
fos j arenas . 
= eaee ‘ AAR les _ HS, Cee. ae, Oe ee ae 
a S38 2 > To. aa Te. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) (State) 
>. = if 
3 ee eS ae a 2, a Reformed Cemete Taneytown, Carroll Co., Md, 
ee RAL DIRECTOR'S ae ADORESS Yo. REC'D BY REGISTRAR | 24b-REGISTRAR'S SIGNATURE 
Mog | VIA? A bd iAYY, Littlestown, Pas pare FEB25 ‘58 we A RAIN 


“ot 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 
' 1826 — CERTIFICATE OF DEATH RR ker fe 


~ 
a 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
° a, COUNTY ©. STATE b. COUNTY 
os : MARYLAND : gpy/ . 
BER O tab. PIPRYV LIN, "A RROLL 
- B-CITY OR TOWN (i ouhide carporote limit, wile], LENGTH OF STAY IN 1b €. CITY OR TOWN {If outside carporote limits, write RURAL ond give nearest town) 
‘ond give neorest town 
® ERS \KURBL * WEST/UMSTER 
z d. NAME OF HOSPITAL {IF not in hospitol, give streel addi d. STREET ADDRESS . 1S RESIDENCE 
3) SeannUtoRe ec egaer Sheahan ant) Be es ae * GNA FARM? 
ves XJ NOT 
3. NAME OF First Middle Lost 4, OATE Manth Day Year 


(Type or print) WViLl/A/Y d ARKVER Dear EB i 9 5H 


5. SEX 6. COLOR OR RACE | 7.- MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
4 Ww vor] (ICT /7- JF 7S 


lax} birthdoy) | Manths Hours | Min, 
100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12, CITIZEN OF WHAT COUNTRY? 
M4 


A {7-) 
erie i ERP ER | "REBECOP- 
OD ; y; £ Vie p a l— 
0.BE 4~ FARIE. REBECCA SHIPLE 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 17, INFORMANT ‘Address ™ LD 
(Yes. no. oF unjnown) (IE yes, give wor or dates of service) ‘ 
LA NO) Sis WiLkih While WESTMLUSTER KA 
1B, CAUSE OF DEATH [Enter anly one cause per line for (a), (b). and {c) INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: = 
IMMEDIATE CAUSE (a). ogaA 7 [74 


ONSET AND DEATH 


A 
13. FATHER’S NAME 


ician and completely filled in by { 


Then please remove carbon popers. Pages ? ond 23" 


in 72 hours after death. 


DUE TO 
3 VA] Conditions, it ony, which 
E gove rise ta immediate 

& couse {a}, stoting the ynder- ( OUETO 


lying couse lost. (e). 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0)/19. WAS AUTOPSY 

ft + erip See x S PERFORMED? 
Pret yelerore Cardicvesenbar Disease. yes] No fa 
200. ACCIDENT WAS UNDERLYING [J] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part U ar Par? Il af item 1B.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Hame, form, ; 20F. (City ar tawn) (County) (State) 
Hour a.m. While Not while factory, street, office bldg., etc.) ! 
p.m. 19 fat wark [) of work [7] t 


21. | certify that | attended the deceased from. A@& = ‘ 1925, te bade / eae F 19_8.that | last saw the deceased 


‘ar attending physician. 
MEDICAL CERTIFICATION 


After this certificate has been signed by the attending physi 


hospi 


page 3 shauld be v ached far use as the buri: 


ATTENDING PHYSICIAN: The law requires thal the death certificate be executed withIn 24 hau 


the registror priar ta burial, crematian, or resfaval, and in any event wi 


alive on_ FQ x cee Loe s sf, and that death occurred at/2“~A-M, from the causes and on the date stated above. 
4 ADDRESS (Street, city or toyn, state) DATE SIGNED 
CTUAL J Ne ks Mere - 
oa SNENATUREOE, IT MD. . WA “4 I-a 
oe 
gigi: /| \nawletTmes 7 Mags 
ects re pe a 
: ; : "WINEJELD Wy, 
»S pec Se a 
es Bp RL be (s FBEWEZES WINFIELD p 
ee - ; y) 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURY 
Vy Hartel ad Doss Uuinddowrs Thd\owe c20 4 38| Onl 


P 
Yass. yi bs Le 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1827 CERTIFICATE OF DEATH GI819 


mt 


PERFORMED? 


yes] NOX] 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) |19. WAS AUTOPSY 


hizophrenic reaction, hebephrenic type 
20a, ACCIDENT WAS_UNDERLYING [1] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER NOLFY MEDICAL EXAMINER) ee 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town) (County) (State) 
Hour 0. m White. Nobile foctory. ureet, office bldg., etc.) | od: 
0 


p.m. aa 19 Jot work (at war { 
1 


21. | certify by attended the deceased fry nw J 2a) A 198G to. FCCR. D.., 19S. that | last saw the deceased 


alive an_£ 


Nanette Walter Knopp, M.D. 


a 

Fo. BURIAL, So 2b. DATE THEREOF ED bak Brak [#2d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Speci % \ fy r f macs f 

L— 2 CSS CEM Gabel pak Rally lif 


23. FUNERAL DIRECTOR'S SIGNATURE YE; beLe. ik | Baa. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS AIS (4 y Z Z b 3 
Baws oe Loe wey. awl LL, Attire, LUA pare FEB 1 Li og rf 


» AM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


¢_., ond that death accurred a 


( % Reg. Dist. No. 
tense J = 
> z : > 1 BAS eecear ® ete {Where deceased lived. If institutian: Residence before odmission) 
AS ee x Carroll maryiann || ° Baryland bCOUNTY Pr, George's Co. 
é 3 8 b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) y 
HW 3 H RURAL ond give neorest town) ? 
Jee A Rural - Sykesville ince 3 27/13 unknown 
= d. NAME OF HOSPITAL [if not in hospitol, give street address) d, STREET ADORESS e. IS RESIDENCE 
me a - OR tNSTITUTION 5 t H it 1 et NODS 
% / A © 
a U D E10 abe HOSplta. wed yes [] NO 
2 = —— 
3 ec 
« =6 3. NAME OF First Middle tost 4. DATE Month Do) Yeor 
Rte os or or =e FIEDOR cue nate rs 8 
~ =6 {Type or print) au. eoruary 9 
= aut. 
Eo» Es Sr SEx 6. COLOR OR RACE |7. MARRIEDIT] NEVER MARRIED: 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 3° % lost birthday) [Months] Days | Hours | Min. 
d 2 é male white wipowen Q pivorctoQ | 1871 86 oe et = = 
3 E ae 100. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS O8 INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
o = luring most of working life, even if retire i 
g 28 ‘ a a k United States 
3 Re 4 unknown --- unknown 
3 o a s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
€5m 
© 58% kK n 
B Ber unknown unknow 
£ $33 Ri MAN 3 
= € é 2 age brtsont ee tee pelielaaee 16, SOCIAL SECURITY NO. {17. INFORY IT ; Addrest Sykesville, Md. 
eras: no --- --- Records of Springfield State Hospital 
3 2 g 18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), {b), ond (c). ] INTERVAL BETWEEN 
a oe TA | OO US SRSA _Covonary oce'lusion tess than! 6 hours 
c (o 
© ete ee 
5 fF oF . DUE TO 
= Bz Conditions, if ony, which o _Arteriosclerotic cardiovasculr disease 2 weeks 
3 3 4 Gove, rise to. immediotel 16 1, 
5; couse (o]. stoting the under. EB 
Hos lying couse lost. Generalized arteriosclerosis more than 10 years 
Scere 
21835 
2 
. 
# 
Zz 
< 
Q 
z 
‘3 
x 
a 
oO 
< 
a 
Zz 
a 
< 


mo. obpringfield State H 


the registrar priar ta burial, cremation, ar remaval, and in any ever 


MARYLAND aes amg a eS » ap ae 18 Q1 11821 21) 
em ae 
: 1828 “CERTIFICATE OF DEATH * 


1 eo ya ae oid 
MARYLAND 


b. -e OR rol (IF ow corpor cc. LENGTH OF STAY IN Ib 
RURAL ond town} 
S, 15 days 


orl 


Reg. it. No. 
2 oi RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


‘lan a b. Osh: 


«. CITY ie TOWN (If outside corporote limits, write RURAL and give nearest town) 


with 


er death; Page 4 
nétal director, 
d be“ 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ©. 1§ RESIDENCE 
g OR INSTITUTION ON A FARM? 
~ p 
of R YES fF] NO [7] 
e 
} 3. NAME OF Middle 4. DATE 
5 pees idl lost ‘Month Doy Yeor 
3 oot agi W: am ADranam FINK cas February 
o 5. SEX 6. COLOR OR RACE }7. MARRIED EX] NEVER MARRIED ( | 8: DATE OF BIRTH 9. AGE {In yeors 
ee) Fost byshdoy) 
a Male White  |wooweO pivorceo(] | 11=3~1882 75 76 rm. 
ees 100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q 3 during most of working life, even if retired) 
co unkn own = Maryland U.S.A, 
35 19. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3% 
ee unknown unknown 
83 15, WAS DECEASEDEVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 £ 4 (Yer, no, oF unknown} it yes, give wor oF dates of service) 
on = 
HS no - Springfield State Hospital Records 
Era 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


PART 1. DEATH WAS C. : 
IMMEDIATE CAUSE, (e) Bronchopneumoni a 
Notoue to 
Se ae «__Arterijonclerotic heart disease 


gove rise ta immediote 
couse {0}, stoting the under- ( DUETO 


lying couse lost. j__ Generalized arteriogscleresia tea 


Then 


Years 


After this certificate hos been signed by the attending physicion and completely filled in by 


ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hauy 


3 
© 
$ 
3 
= = 
AS 
eaa0 
BeBe 
2 5 e: Zz Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) /19. tore AUTOPSY 
+= By Q ue > a «a = oe Y PERFORMED? 
& = a 
5B 6 3|47/ Chronic brain syndrome associated with arteriosclerosis ves(]_ NOK) 
2 a3 ci = 200. Reise WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
Sten © & | OR CONTRIBUTING C1 CAUSE OF DEATH 
§ £° © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
= : by 
Bz86 & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, ; 20f. (City or town ‘Count: Stote! 
2 ie) jay, ) ( Y) {Stote} 
5 23 a Hour o.m. Whi Roth: foctory, street, office bldg., etc.} | 
‘ z E g p.m. Ww lat work [} ot work [7] ‘ 
5 sree at) 
$ 3s 21. 1 certify thot | saa 5. deceased from. -February. Ap. 19. 55, to. February_19 19.58. that | last saw the deceased 
rs alive on February 29 __ ,12.98.___, and that degth accurred at,_.22.90.BM, fram the causes and on the date stated obave. 
tea 2 ADDRESS (Street, city or t tote) DATE SIGNED 
Ae : reet, city or town, stote! 
Ps ee ACTUAL LE 2, 5 
pees sionarured tal mo. __.Springf: 2/19/58 
ot ok a = 
#3225 nuaws " apustin del. Ce amo, _ Sykesville, Maryland 
= 3 
$ £3 bg = To. tens ra ‘Zc. NAME OF CEMETERY OR OREMATORY Zid. LOCATION (City, town, or county} {Stote) 
2D. ~ pecify) 
Tow 2 
Eo a= atno Vashington M 
ne 23. fu ERAL DIRECTOR'S SIGI ature ADDRESS 240. REC’ o wv REE RUE 2ab, REGISTRAR'S SIGNATURE, 
/ 
YS AIS (4) ? 
Ven 9755 g RYAN Kf FORA PEEP ~ Le = DATE a 59! { Dye , agtet 


ond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( 182 { 
: 1829 — CERTIFICATE OF DEATH 


LLY 


: . - Reg. Dist. No. 
+ zi = Mi 1 pores eel x ale ets (Where deceased lived. If inslitutian: Residence before odmissian) 
o 8 «. b. COUNTY 
= 3 ae MARYLAND Maryland Frederick 
= Ory. b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If auttide corporote limits, write RURAL and give nearest tawn) 
8 sa RUPAL ond give neares! town) 
Ce Sykesville lyr. Emmitsburg 1a %= 2 
? -}  d. NAME OF HOSPITAL {IF not in hospital, 1 di 
= y yo gt STITUTION {IF not in hospitol, give street oddress) d. STREET ADDRESS: e. DRL Gs 
ss / gfield State Hospital - ves [No Gt 
— 
= 5 3. mae First Middle tot 4. DATE Month Ooy Year 
23 (Type ar print) Charles Calvin FITZ DEATH February 5 1958 
ze 5. SEX 6 COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [[] |. OATE OF BIRTH 9. AGE Tes IEUNDER YEAR aie 24 HRS. 
Vf mn Mi 
S34 Male White — |wiooweogy —_ovorceo] | July 26, 1868 Capel RE a 
€ & 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
88s, Sugeg ost of working life, even if retired) 
De 7 aborer - Maryland U.S.A. 
8 4a } 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§ iS 7a 
M LeviFitz Ellen Willhide 
: 
£ 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 (Yer, no, or unknewn), {4 yer. give wor or dotes of rervice) 
£ ° 5 None - Springfield Hospital Records 
4 18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), and (c)-] PETER AL REIMER 
a PART |, DEATH WAS CAUSED BY: 
5 IMMEDIATE CAUSE ‘____ Bren chopneumonia 
2 . 
€ 


oe 
Arteriosclerotic heart disease 


Canditians. if any, which (b) 

gave rise 10 immediate | 1. 0 

couse (a), stoting the under- 

tying cause lost, «)___ Generalized arteriosclerosis Years 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY, 


C.B.S.associated with circ.dist.,with, cerebral arteriosclerosis,with ven ne th 


200. ACCIDENT WAS UNDERLYING [] 20b. DES! bbe IOW INJURY OCCURRED. (Enter nature of injury in Part ! ar Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (State) 
Hour 0. m. While Not while foctary, street, office bldg., sel) 
p.m. 19 lot work (J at work [J 


21, | certify that | gttended the deceod from February 55 1957_,t Fomess, 1958 that | last saw the deceased 


MEDICAL CERTIFICATION, 


: After this certificate hos been signed by the attending physician an 


ached far use os the burial-transit permit. 
the registrar prior ta burial, cremation, or removal, ond in any event within 72 hours ofter death. 


the haspitol or attending physicion. 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hou 


alive an_. ee <a es and that death accurred at_ 25P om, fram the causes and on the date stated abave. 
@ ADDRESS (Sireet, city or tawn, slote) DATE SIGNED 
a, iim geceten cle’ no Sptingfield State Hospitel 2/5/58 _ 
£az 
a 2 “ 
£322 Naméttyes)_“ Agustin delCampo, M,D _ Sykesville, Maryland 
& 3 Zz we Tic. NAME OF CEMETERY OR-CRGMATOR Tid. LOCATION (City, tawn, ar county) (Stote) : 
Reale a [2/8/1958 _funited Brethren Thurmont, Frederick Coe Mde 
e - 7 DWRECTOR'S S)qnaTURE 5 ‘ADDRESS da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
r J 
Vetere) s-< A a AAO. _<_ dageam tht, Alt Life NM pens ng || { ay tah 


MARYLAND tgs ta spall OF HEALTH—BALTIMORE, 18 
Ttem iL imG22 p 


1830. CERTIFICATE OF DEATH vpn Pe 


md 


gove rise to immediate 
couse (0), stating the under. ( OUE TO 
lying couse lost, © 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o0) | 19. Bawa irae 


yes] NOt] 


‘ansit permit. 


200. ACCIDENT WAS UNDERLYING () | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING EF] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20F. (City or town} {County) {Stote) 
Hoe While Netivhite foctory, street, office bldg., etc.) | 
. 19 Jat work [7] ot work [] i 


21. | certify thot | attended the deceased from__Ain ~ @ __, 19.85, ta B19. & thot 1lost saw the deceaved 
olive on_-£2 2 2) oh 208, and that death occurred at. 2. DEM, from the causes and on the date stated above. 


AODRESS (Strect, city or town, stote} DATE SIGNED 
a LZ ; 
ste LOLS Cech Ee Rs ae IP To 


| ar attending physician. 
MEDICAL CERTIFICATION 


< oss 
S 5 = J. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
er ae ON Carroll marnano | °°“! Maryland 6 COUNT Carroll 
re " 
£ 5 ra b. CITY OR TOWN [IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If ouside corporote limits, write RURAL and give nearest town) 
§ ¢ RURAL ond give nearest ok ~ 
= Rural--Mt. Air 52 yrs *_ Rural--Mt. Airy 
4 d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. tS RESIDENCE 
=a ‘OR INSTITUTION Gillis Road ON A FARM? 
o 
z; Yes J] Not] 
= ° 3 eS First Middle Lost 4 a Month Doy Yeor 
se (ype or print) OTHO AUGUSTUS FLEMING DEATH FEB, ne 1958 
>e 5. SEX 6. COLOR OR RACE |7. MARRIED IK] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE icyes eee sia TF UNDER 24 HRS. 
2 lonths Hi Min. 
Bs male white |woowent) — pwvorceo) | 9-4 VR 7/9’ 1882 aged sag ES || cs 
2 Be 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
s os erie of working life, even if retired) 
zed Retired farmer owner Maryland U.SAe 
2 a 5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 ce Otho P. Fleming Cordelia Mullinix 
= 8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
a 3 =f, (Yes, no. oF unknown) (tt yes, give war or dates of service) . 
By no === none Mrs. Elsie G.Fleming Same 
238 18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] , INTERVAL BETWEEN 
2a PART I. DEATH WAS CAUSED BY; vib inte oe # QNSET AND DEATH 7 
Ee IMMEDIATE CAUSE (o] o Lak a vO H+ Offs hie itt @ ho FR 
nd rf 4 
=e f C QUE To ; i 4 2 Ar ove Ahan 
4 Conditions, if any, which (0 vievto SCFEY EFI C edy iSCdSf Pe 
ce 
3 
2 
3 
2 
2 
8 
= 
8 
5 
oo 
< 


nached for use as the burial: 
the registrar priar to burial, crematian, or removal, and in any event wi 


ITTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haut 


° 
ao 
25°38 PHYSICIAN'S ‘ / fj : 
Zsz2 Nametype) We Be CULWELL LEY ty = 
Fa 2 Zc. NAME OF CEMETERY OR CREMATORY Td. LOCA (City, town, or county) {Stote) 
oper: ( BURTAY’ | 2-26-1958 | Taylorsville Carroll Co., Maryland 
\ [23, FUNERAL DIRECTORS SIGNATURE ee Re $$ REC" ' "5 SIGNATURE 

es Reid GoM. Waltz,  WintieYdS* Maryland Pee ie cent Aired om oe 

WAG) ote reR9 5 '58 | UU edn 


1 : = MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


1831 


$1823 


(Ye, 10. oF unknown) (If yes, give war or dotes of service} 


nknown 


16. SOCIAL SECURITY ais INFORMANT 


Records of Springfield State Hospital 


~ os Reg. Dist. Ne. 
es = 
os a 3 1. PLACE OF pean, 1 2. USUAL RESIDENCE (Where deceosed lived. If inatitution: Residence before admission) 
oa Eee ok arro. ce b. COUNTY 
He ES MARYLAND Maryla 
“ 32 ryland v 
€£ 38 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL ond give nearest town) 
3 s RURAL ond give neorest town) s y 
be 20 years Baltimore IV Of 
s a. Ni OF HOSPITAL {if not in hospital, give street oddress) d. STREET ADDRESS. 'e. 15 RESIDENCE 
s < OR INSTITUTION ON A FARM? 
5 i See ate Hosp 2933 N.Calvert: Ste ves 1] No fg 
6 3. NAME OF First Middl 4. DATE 
e ee irs iddle tost A Month Day Year 
3 (Type ar print} fs Herbert EF 8 DEATH February 9 195 8 
3 5. SEX 6. COLOR OR RACE |7. marRieD [53 NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= i last birthday} FMonths| Oays | Hours] Min. 
male ' WIvoweD §&] Divorced [] Nov 23 1 878 yrs. ad 
if 1a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
& during most of working life, even if retired) 
ele an (ret'd) Maryland (Baltimore) UeSehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
anes Wm Frizze Margaret Ann (unknown) 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? Address 


18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b). and (c}.] 
PART |, DEATH WAS CAUSED B) 


Occlusion 


INTERVAL BETWEEN 


Ons ANQ DEATH 


Then please remove carbon papers. 


: IMMEDIATE CAUSE (0) Coronary 
He 20-0 


DUE TO 
Conditions, if ony, which 


»__Arteriosclerotic Heart Disease 


minutes 
1 year 


to immediate 
stating the under: 
lying couse tost. 


DUE TO 


to 7 ae 3 


i 10_years 


hizophrenia Paranoid T 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ha) {19.. NER toon 
nia FP. ‘ype ves] NOUS 


200. ACCIDENT WAS UNDERLYING C7 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | ar Part II af item 1B.) 


z 
9 
= 
< 
“4 
= 
= 
& 
.o) 
< 
te 
ray 
fr 
= 


}20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED 
Hour 0. m. While Nat while 
p.m. Ww fat wark [J at wark [] 


: After this certificate has been signed by the attending physician and completely filled in by 


lached far use os the burial-transit permit. 
the registrar prior ta burial, cremation, or removal, and in any event within 72 hours after death. 


_ iB 


We 


olive on_Febte_. 


ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hot 


gy the haspital or attending physician. 


2 ACTUAL 
. SIGNATURI MO. ....-...---..- 2eoruar 
caw 
a2a8 PHYSICIAN'S, 
wide NAME (Type) val 
BSE° 220. BURIAL, CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
Qe38 BEuOVAL Specify) 
Beige BUR 2-12-58 Loudon Park Cemeter 
i 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 
herd William Cook, Inc., 1217 St.Paul Street 


‘200. PLACE OF INJURY (Home, form, | 20f. (City ar town} 
foctory, street, office bldg., etc.) | 
i 


21.1 certify that | attended the deceased from.__April___ 


(County) (State} 


, 19.5 


, 1920 __thot | last saw the deceased 


nd thet deoth occurred ot 815A m, from the causes ond on the dote stoted abave. 


ADDRESS (Street, city or town, state) DATE SIGNED 


x-Springfield Stade Hospitel Sykesville,VD_. 


22d. LOCATION (City. tawn, ar county) (State) 


Baltimore, Md. 
2b. REGISTRAR’S SIGNATDRE 


CES RADIA 


‘Qdo. REC'D BY REGISTRAR 


DATE FERAL 58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 =, 
b 1832 CERTIFICATE OF DEATH 11824 


“ Reg. Dist. No. 


ot 
N 


sed eee 
7 23 - 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
iS eee a. COUNTY ean viseee a. STATE b. COUNTY 
£37. Carroll aryland Balto,City 
£ Be X = 'b. CITY OR TOWN (If outiide corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give neares! lown) v 
; 52 ~ ‘AL and give neqres! lawn) 4 
3 So esville 13. days 22 N, Chester St, fed 
q d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
hel jk Spring? ON A FARM? 
. pringfield State Hospital Baltimore 31, Maryland ves) NoCK 
o 2 Bees First Middle lost 4 pas Month Yeor 
3 (Type or print) George GOMBERT DEATH February 12, 19 58 
: 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED PQ [8. OATE OF BIRTH %. AGE (In yeors R[IF UNDER 24 HRS. 
urthoy’ Month: 
: Male White |wiowoQ  oworco) December 1, 1875 | B29), [Monts ee | 
ae 100. USUAL OCCUPATION (Give kind of work done| 10b: KIND OF BUSINESS OR INDUSTRY | 31. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
23 during most of working life, even if retired) 
es Unknown - Maryland U.S.A. 
3 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8s 
ee Frank Gimbert Regina - 
gz z 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
BX ff rete srontnenm ge ge wor eo soe 
Als J No Ie - - Springfield Hospital Records 
£ a 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c).] INTERVAL BETWEEN 


ON§§T AND DEATH 


PART |. OEATH WAS CAUSED BY: Arteriosclerotic heart disease ears 


IMMEDIATE CAUSE (o] 

DUE TO 

Conditions, if ony, which Generalized arteriosclerosis 
(b} 

gove rise 10 immediote 

couse (0), stoting the ynder- 

lying couse lost. (e). 


Then 


the registror priar ta buriol, cremation, or remaval, and in any event wi 


€ 
§ 
a ra Paar fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE, CONDITION GIVEN IN PART 1(0){19.. pS 
= =| C.B.S. due to cerebral. arteriosclerosis. 7a AG 
a uv 
i = | 200. ACCIDENT WAS UNDERLYING. Oy 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port tl of item 18.) 
3 & | OR CONTRIBUTING [J CAUSE OF 
G JUF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
a Hour o. m. While Not while foctory, street, office bldg,, etc. u i 
z p.m. 19 Jot work (ol work [1] 


-M, from the couses BS on the date stated obove. 
ADDRESS (Street, city or town, stole) DATE SIGNED 


: After this certificate hos been signed by the attending physicion and completely filled in by | 


ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hov 


PHYSICIAN'S. 


NAME (hes / Agustin ae MD/ = =———“ws—«<#€sSSykesville, Maryland = = 


720. BURIAL, UE aTON! ‘7b. PATE JHEREOF ME OF CEMEJERY OR CREMATORY {Stote) 
i OVAL 
*! MANA SS v8 at “4 had bys 
pare ORS S| ATURE ‘ADDRESS fe 0? 
VS AIS (4) ¢g 
Ven'grss) YL HAY NOW, 4g AXLOWA 


J 


TO HOSPITAL 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 03694 


1 


FOR STATE Reg. Dist. No. x. 
HEALTH DEPT. | ptace of ogatH 7% £833 ~ [] 2, USUAL RESIDENCE (Where deceased lived. If inslituion: Residence before emission) | 
88. * COON Carroll marnano || ° STATE Maryland * COUNTY Washington 

Oss Fe is Rt -Ee? = 8) Ae 
a*2 2 uM B. CITY OR TOWN it ewite ero it ie RURAL © LENGTH OF STAYIN Ib ||. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) 

Sate rani fi ; 

fy Sykesville l3yrselmos,28days Hagerstom Bho a 7 

4 d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 

2s yh ON A FARM? 

=ee.. ’~ | Springfield State Hospital _|| Unknown _ 

Bo 5 88 3. NAME OF Fiest Middte tow 4 Date Month 

Je te s 

eet oe (Type er print Mary Virginia GREEN cern February 25, 158 

5 2 re 3 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Be. bate oF sixty % Bd 9 IF UNDER 1YEAR| IF UNDER 24 HRS. 

oa =n th 

eee es Female White  |[wivoweoQ _oworceo April 7, 1908 9 ys ears (Dare eB ag s 

€5 yo a 10a, USUAL OCCUPATION. kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) N2. CITIZEN OF WHAT COUNTRY? 

pe BER I ing most of working life, even il retired) 

ese ‘ousework nh Maryland . -. |, USS z 

Sea gt 113, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

cache ; 

gee ag John Luther Green Bessie Sceuffins 

Ee ged 15. WAS DECEASED EVER IN U, S. ARMED FORCES? 116, SOCIAL SECURITY NO. | 17. INFORMANT - Address = > ¥ 

a ou Ten, no, er unknown) (it yes, give wor of doles of service) 

Pr 5S rr Yack __| Springfield Hospital Records 

=e? BS 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond {c). —~ + tea aa INTERVAL BETWEERS 

Seeee PART |, DEATH WAS CAUSED BY: ee 

Bee-5 ‘ IMMEDIATE CAUSE (0) Pulmonary embolism s el ____ | «Heures 

si S5F YorXr sone 

Kes 

SBSze Conditions, If any, which ____ Bronchopneumonia Days 

Sga2 Gove rise to immediote couse = = s — 

Re SBS (0), sloting the underlying( PUE TO 

BT Eo’ couse lot, to. ee 

eigen S = 

“Po bs ARL Il, OTHER SIGNIFICANT CQNQUTIONS CONTRICYTING TO DEATH BUT NOT RELATED JO THE, TFRMUNALD SEARE oe IN GIVEN IN PART 1[0)]19, Was. AUTOR 

geuge 4 é C.B-S.assoc.with CW 2303 Ypni lis, me is; nenggen copii Hees, syohet Cc vest] ote 

Zssks - i 

& £8 ¢ s & me ea Ruse Was aes 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | of Port I} af item 18.) 

S225 ¢ Ey Slipped & fell on icy road. 

ese 2 25S 

FS 22 ” 3 0c, TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY Neues ee 1208. (City oF town) (County) (State) 

e=u52 6 Hour 6. m. Whil Net aeiil tory, ice e 

Boots e "omFebs 4, 168 [ove o Srna ‘® Hospitat ! Sykesville Carroll Md. 

== See Inspection KJ], inquiry PK], ond in my 

so aet Suicid 

Be 5 vicide [[], Homicide [[], Undetermined monner C] 

anh o 

ee 

Ese 3 CHIEF MEDICAL EXAMINER [(] PA ee, 

en 9 ASSISTANT MEDICAL EXAMINER Z/> 

a De 3 ‘ DEPUTY MEDICAL EXAMINER 

22 — a eer a 

segs “Fo. BORIAL, CREMATION, R « Td. t Ns, fot 

4 £32 fo. mG y es : Ltp YY, tolencor county) ee 

i<g 3 Le LE seed 4 = 

Bao. EGR II REGESTEAS, | =: SIGNATURE 
- 4 
RBALIN 


DATE 


‘ ie PAE 
VS. AISME 4 y} 
5M 2/57 Z De sp bo * 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


994" CERTIFICATE OF DEATH icone ees 


a_i 


ae Ss 
3 ; 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. If inatittion: Residence before admission} 
2 re e ea b, COUNTY 
Rahs CAR KOLE marviano | A1 AR Wd VALENS Lh fo. 
8 i) B. CITY OR TOWN if euhide corporete tims write |. LENGTH OF STAY IN 1b | ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) y 
3 cand give neorest lawn g * Ls 
3 OSL ES VILLE 11pee22 I BALTIMORE SV0 |. ¥ 
os y — d. ee Ce Psat {IF not in hospital, give street address) + d. STREET ADDRESS e Pa Es Ae 
—_" af 1 tTUTION, - ‘agl 
ae OP Eee ED. a FONT TEA 219 North High Street eo Neo 
= 5 3. NAME OF First Middle , Lost 4. DATE Month Day Year 
ee teerein NORD TAY ELIZAHETA 6KOSS On FE ERUAK } Be 
& 5. SEX 6. COLOR OR RACE |7. MARRIED [a] NEVER MARRIED (_} |8. DATE OF BIRTH 9. AGH integ: IF UNDER 24 HRS. 
“ , 3 Jost bicthdoy} [Months] Di 
= ot Wa Mipeteo (a Serena DE Sa¥is ican He he lonths| Days | Hours Min. 
be 10e. Leone oe ON icite’ kind 4 cen 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ee uring most of working life, even if retir > 
ss 4LESLAPD = MASS. USA, 
S 13. FATHER’S NAME ‘i 14. MOTHER'S MAIDEN NAME 4 7s 
os / £50 ue 
ONE MN, S ie 
’ DH Te PAMLIP AANA ee 
1§. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
] Wes.n0. or untnewn) [Hf yes, give wor er dates of rervice) fi PECORD 2 TV Ats PITY AY 
z ‘= 
8 18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c}.] INTERVAL BETWEEN, 
a PART 1. DEATH WAS CAUSED BY: - on 
5 TMMEDIATIC Case 2} M YOCARDIAL INFARCT/IO? ret we 
z , 


UE TO 


Ra hy Ba mle RE MARY THROM AOSTS Leeman 


gove rise ta immediate 
cause (a}, stating the under. ( DUE TO 
lying couse last. te). 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} / 19. PERoae ones 
3) PSYCHOSIS / TH ©PIPEMC ENCEPHALITIS YET) NO 


200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
}20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1 206 (City of town) (County) (Stote) 
Hour a.m. While Not while factary, street, office bldg., etc.) | 
Pom. 19 [at work [] at work 1 


t 
21. | certify that | attended the deceased fromD AS — / 7, 4G, ee 19.225 that | fast saw the deceased 
alive on EE BRYAR YLT. wSX, and that death accurred ad Pm, fram the causes and an the date stated abave. 


r : ADDRESS (Sizeet, city of fawn, stoje) DATE SIGNED 
TUAL 
tithe Rite A. flatne ,, Sprivperol “Itede ty 


ar attending physician. 
MEDICAL CERTIFICATION, 


hospit 
: After this certificate hos been signed by the attending physician and completely 


ached for use as the burial-transit permit. 


the registrar prior ta burial, crematian, ar removal, and in any event withis72 ho 


e 


* 


TTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hour 


4 
eRe) ii) [senate mea oo meme eS a Fyip,,,. Ue OF a Mee ee ca 
£62 ‘ 

Z3g2 /| lrmgewws Rita. 5S. GLAHN SYKESVILLE Not 

cot mmm | lee A + eek eee ae ee ee ee <s ss 
aah ee “i a : s 
233 f sqane rok L-i§— ; Fuze RIVER fans. 
- - 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 4 
VS AIS (4) 7 Z SET BoroiB = JL Ze z 
15M 9/55, f 


all 


be filed with 


eral director, 


1 death. Page 4 
: After this certificate has been signed by the attending physician and campletely filled in by th 


lched far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs after deat 


Pages 1 and 2 sh 


fh. 


that the death certificate be executed within 24 haurs, 
Then please remave carbon papers. 


the haspital or attending physician. 


TENDING PHYSICIAN: The law requires 


may be retaine 
TO FUNERAL DIREC 
page 3 shauld be 


~< TO HOSPITAL 


& 


M 


KT) 
G0 


Uy 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1835 CERTIFICATE OF DEATH nama Looe 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. STATE - b. CO 
Carroll a, Maryland "Carroll 
¢. CITY OR TOWN (If outside corporole limits, wrile RURAL ond give nearest town) 


b. aes sa (If outside Sli! limits, write | ¢. LENGTH OF STAY IN 1b 
‘ond give nearest town! ‘ - 
Rural --Woodbine Life ~ Rural-~-Woodbine 


da. GRINS (If not in hospital, give street address) |. STREET ADDRESS: e. IS RESIDENCE 
2 A 
Woodbine,Road ves] No 


1. PLACE OF DEATH 
a. COUNTY 


3. NAME OF First Middle lost 4. DATE ~ Month Day mee aay 
(Type or print) EDNA M. HEWITT DEATH FEB. 22.5 19 58 


5. SEX 6. COLOR OR RACE {7. MARRIED FY NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE [ln yore IF UNDER 1 YEAR] IF UNDER 24 HRS. 
i itthdey) [Manths| Da ‘ee 
emale White |woowog  oworeo—q) | 10-18-1886 ie ls peal asses? a 


Qo. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign cayntry) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
housewife home Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Michael Glennan Mahala Brandenburg 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥es, no, oF unknown} {IF yes, give wor or dates of servica] a 
no ---- Robert R. Hewitt Same 
18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b). and ().] INE dt Hants! 
PART 1. DEATH Was Cust BY JARTERIOSCLEROTIC CARDIOXVASCULAR DISEASE YO yrs 
ag, | DUE TO Mis 
Conditions, if any, which Rae enility 
gove rise to immediate a 
case (a), stating the under- PoETO 
lying couse last. {e). 


3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
3 yves(] nox) 
E [200. ACCIDENT WAS UNDERLYING []_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Port Far Part 1! of item 1B.) 
& OR CONTRIBUTING LI CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
a Hour o. m. While Net while foctoty, street, affice bidg., etc.) | 
= p.m. 19 lot work [J] of work [J ' 
_— 
21. 0 certify that | grass he deceased from____ YOO, 19. _.-. 19.___.,that | last saw the deceased 
olive’ One ;-1 and that deoth occurred at =M, fram the causes and an the date stated abave, 
ADORESS (Street, city or town, stote) DATE SIGNED 
ACTUAL j 
acTuAL most Road at Eldersburg 2.22.58 
PHY: i 4 i" 
Naweies)_Wite H. Lawson, Ire, M.D. Sykesville P.0., Maryland 
Ro, BURIAL, CREMATION, | 720, DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
@) if 2 2 s 
BUR =25-1958 Springfield Sykesville, Md., 
23. FUNERAL DIRECTOR'S SIGNATURE ; ‘ADORESS Fi SQBYSREGISTRAR {| Zab oREGISTRAR'S SIGNATURE 
Cc. M. Waltz, Winfield, Md. “EER S OmBE NECTAR 


ie MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH U1829 


$ 8 3 ‘ Reg. Dist. No. 

23 S naa. [1 PLACE OF DEATH li 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
s a LY 5 a 

iy ZA RO bel maura |" YAY AD © CBF he LL 

ee BA c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF ouhtide corporote limits, write RURAL ond give nearest town) 

tS 

y VEW WinnsoR FLEA YERRS KEW WINDS 


e, IS RESIDENCE 
ON A FARM? 


YES oO 


d. STREET ADDRESS 


3. NAME OF First vo 4 ane 


= OHA Fi oy EE Seat FE, B 
RTH 
4 G 


5. SEX 6. COLOR OR RACE |7- MARRIED £4 EL ae Tay 8. DATE OF _ . Oe", eae JEUNDER VYEAR| IF UNDER 24 HRS. 
3 a 
WwW winowen[] _avorceo ] | FA FB § a 


10a. USUAL OCCUPATION. . kind of work done! 10. KIND OF BUSINESS OR INDUSTRY | 17. BIRTHPLACE oe ‘or foreign Le 12. CITIZEN OF WHAT COUNTRY? 
during most of ie lite, even if retired) A 
BR PRYLB LOD ~ See 


\s 13. FATHER’: NA 14. MOTHER'S MAIDEN NAME 


of oP CATHERINE Fock 
RIS roam oy Paes es nian RURAL 
oO 240 -/9-JO70\ LONIE HoFE p WINDS 0 D. 


i ial oie leas ai ace 
IMMEDIATE CAUSE (0) N —— 


If any deloy ¥ 


ate should be executed within 24 haurs after death. 


BUE TO 
fb) 
cove 
toting the underlying( OVE TO 
couse lost. (ch 
4 PART Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. PEO 
BS als veo) 
5 © 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY RR 
§ ES Gs SONiRIStING O Te) BURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
£4 U | CAUSE OF DEATH. 
S $ 3 [20c. TIME OF INJURY Month, Day, Year as Lie aus trace or neoe it eeerer ism 1 20F. (City of town} (County) (Stote) 
& 3 Hour 9. m. Whil Not whil ye teat or Nee) al) q 
22 3 pm 2 L419 SSlot work [] ot work {q ent ay rowdt iy Cats | IVa 
22 21. | certify that | took chorge of the remoins described obove, held on Autopsy [_], Inspection Inquiry {7}, and find that 
wee deoth resulted from: Notural couses [], Accident [1], Suicide [3J, Homicide [Undetermined cause 
5 
r ‘\ 
aca | ; VA; Sint DATE SIGNED 
oa He SIGNATURE__W 1/1 N44 } mip, CHIEF MEDICAL EXAMINER [7] 
~ ieee 7 = ASSISTANT MEDICAL EXAMINER [[] =o Oi: Ne g 
= oie exastiner’s / 7 "" AV : ‘ 
5 2 z Py e E (Typ QW / APS DEPUTY MEDICAL EXAMINER be 
acid ~ To. BRAL- DaSICR) Wb, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (tote) 
B86 5 BEMP speci 4 o = p ’ 
id “3 BURLAL Oo ALS 5 / Ch EER VA Rod. C'o 


24a, REC'D BY REGISTRAR | 24>. REGISTRAR'S SIGHATURE 


Vs. AISME(5) NN WAP Wp tok Hietowe yan 3 158 OS ae ees 


smorss 


Pages 1 ond 2s! 


after death. 


Then please remove carbon papers. 


R: After this certificate has been signed by the attending physician and campletely filled in by 1 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hau 
he haspital ar attending physician. 


b 
page 3 shauld be Getached far use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar remaval, ond in any event within 72 


a< TO HOSPITAL 
moy be retained 
TO FUNERAL DIRE! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
: 1837 CERTIFICATE OF DEATH H1S28 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
& COUNTY rroll marviano |] ° S’*T Maryland ».counBaltimore City 311 
b. Sorat eeeey {if ould: eee limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest town) 
and give ngarest town! * _ 
kesville 5 days Baltimore 18 r.. > 
d. I oTuten (If not in hospitol, give stree! oddress) d. STREET ADDRESS: e. ie aencae 
pringfield State Hospital 1660 E,Coldspring Lane ves] NOR] 
3. NAME OF First Middle lost 4. OATE Month YY Yeor 
DECEASED OF 
(Type or print) Blanche Emma Kelso Stara February if 9 58 
5. SEX 6. COLOR OR RACE } 7. MARRIED [-] NEVER MARRIED Ls) B. DATE OF BIRTH 9. ft I/F UNDER 1 YEAR) IF UNDER 24 HRS. 
I titans ost Dirthdoy) =| Month: 
Female White  |woowef oworceng] | January 20,1886 eee He eal eat el ee 
100. USUAL OCCUPATION {Gi ind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring mos} of working life, if retired) my I TT law gn eS ae . U.S.A 
Sess ress Clayton Dress ©*jAfcomac Co., Virginia eRe 
13. FATHER’S NAME OP | 14. MOTHER'S MAIDEN NAME 
‘Benjamin Kelso Emma" (unknown) 
15. WAS eT IN U. S$. ARMED rene 16. SOCIAL SECURITY NO. 117. INFORMANT Address 
ate ede ay Springfield Hospital records 
18, CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (c)-] ANTERVAL BETWEEN 
PARTI. DEATI MEDIATE CAUSE jo)_Dronchopneumonia days 
i } not out to 
Conditions, if ony, which w_Arteriosclerotic heart disease years 
gove rise to immediote 
couse (a), stating the under- DUE TO 
lying couse lost. «Generalized arteriosclerosis years 
3 Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE Fy our eel IN PAR’ Ly 19. WAS AUTOPSY 
5|C-B.S. associated with cerebral arteriosclerosis, with psychotic reac Rea 
= 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH] = // ae: 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 7/4 xX 
iS ¢ 
& [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, T20f. (City or town) (County) (Stote) 
8 Hour a.m. ‘While Not while factory, street, office bldg., etc.) 
= p.m. 19 lot work [J] of work [J t 


alive on__Feb: TYAl_.--., VERY.-_. 
ZA are ee ec 

SESEMNS Edmund Lusthaus, M.D. === Sykesville, Mdw 
‘Wo. BURIAL, CREMATION, | 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 

REMOVAL {Specify} : 

BURIAL -21-58 Onin Ieewh Gene te Baltimore County 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
William Cook, Inc., 1217 St.Paul Street cae  FEB21 5 rir 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1838 CERTIFICATE OF DEATH Sass ies ee 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
9. COUNTY 9. STATE b, COUNTY 


Carroll Se. Maryland 4 
Generel (If outsi LENGTH OF STAY IN Ib ¢, CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
ond 9! ; wee 
1 mo. 12 Baltimore Vals tf 
d. NAME OF HOSPITAL (IF nat in hospital, give street address) d. STREET ADDRESS: e 5 RESIDENCE 


“Springfield State Hospital 2712 Halcyon Avenue Yes Now 
3. NAME OF Firs Middle Lost 4. DATE Month Day Yeor 
{Type or prin!) Anna Catherine Dehring KEYS cam February Ih, 19 58 
$. SEX 6. COLOR OR RACE | 7. MARRIED) NEVER MARRIED © J 8. OATE OF BIRTH 9 AGE [In years jIF UNDER | YEAR] IF UNDER 24 HRS, 


lost birthd F 
= Female White wivowen [9% ——oivorceo () November 8, 1886] ° 1 ail, ier | Ne alas 


‘[10s. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF GUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mest of working life, even if retired) 


Seamstress: - Maryland U.S.A. 


13. FATHER'S NAME x) 14. MOTHER'S MAIDEN NAME 
Herbert-Dehring Herman Dehring Henrietta - 


15, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, 10. — (it yes, ve wor oF dates of rervica) 


- 217-03 -8798| Springfield Hospitel Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (e).) INTERVAL BETWEEN, 


ONSET AND DEATH 
PART 1, DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (o)__ Ath +: 


SSS cause 
Conditions, if ony, which w_Arteriosclerotic heart disease 


gave rise to immediate 
Guse (a), stoting the under: ( OVE TO 
dying couse lost. oy 


Page tl. OTHER SIGNIFICANT CO! IONS CONTRIBUTII TO DEATH BYT NOT RELATED TO THE TERMI ISEASE COWDITI Givel PARTI 19. WAS AUTOPSY 
C.BUS associated With cerebrar arteriosclerosis, wath psycnotie TIO! ree 
4 ves NO 


ond completely filled in by | 


Then please remove carbon papers. Pages 1 ond 2 su 
ter death. 


- reaction, 
200. ACCIDENT Set ccc ons Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer noture of gery in Part | or Port II of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(JF EITHER, NOTIFY MEDICAL EXAMINER) 


Hour a.m, While & Not while foctary, street, office bldg., etc.) | 
pm. 9 jot wo ot work (] ‘ 


MEDICAL CERTIFIC 


20c, TIME OF INJURY Month, Day. Year | 20d. *% OCCURRED 200, PLACE OF INJURY fHome, farm, ; 20f. (City or town) (County) (State) 


2). | certify that | attended the none from January 2,_, 19.58, toFebruary 1h, 19.58. that 1 last saw the deceased 


4. __M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


2 
5 
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oe 
= 
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2 
fe 
: 
é 
£ 
3 
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2 
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iE 
2a 
Keo 
rape 
<5 
v= 
we 
z> 
ee 
Zs 
52 
a2 
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MaecaNs Edmund Iusthaus, M.D. 


2a. POEAL CREMATION. ‘22h. DATE THEREOF 72c. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, or county) 
peci ye i Brae 
ne ree od en QM7/ FE Zion 4uTh open Cem] SJemmev 5): RA 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Quo. REC'D BY REGISTRAR | 2¢b—REGISTRAR'S SIGNATURE 
cate FEB1 8°58 | LAW cou 


the registrar priar to burial, cremation, ar remaval, and in ony event within 72 


poge 3 should be Getached far use os the burial-transit permit. 


¢ 


3A Nyaung 


ST a34 


Oy, tain aad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
) CERTIFICATE OF DEATH 


al 


§ € Reg. Dist. No. 0 if 8 3 () 


~~ ve Ps 

Seo F 2. USUAL RESIDENCE (Where deceosed liv. 

3 Fy o. STATE COUNTY 

are Carroll Maryland Balto, Cit 

3 . g b. ia OR TOWN (lt Se cee limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
o of i rest town) 

$e SykestYite lyr.lmos. Baltimore : / 


@. 


id completely filled in by 


= da NAME GF ROSEITAL {If not in hospitol, give street oddress) d. STREET ADDRESS . reget 
/ Springfield State Hospital $21 S. Port Street ves C] NO $8) 


3. NAME OF First Middle Lost 4. DATE Month ‘eor 


ay wa 

DECEASED OF : 

Tiyee-os int) John KIELIAN DEATH Februa 22, “Vile 

3. SEX 6. COLOR OR RACE |7. MARRIED LANEVER MARRIED [-] |® DATE OF BIRTH ¥- AGE fn year [EUNDER YEAH IF UNDER D+ HE, 

wpaoy) Min, 
Male White |wooweQ  oworceoQ) | Unknown i) 3 yes. ea alee P 

TOs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

= Maryland 4 


Pages 1 ond 2 Neu 


during most of working life, even if retired) 


Unknown 


8 

a 

9° 

a 
De 
§ 3 T 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

5 
Be Unknown Unknown 
S 5 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4& & Yer, ne, or unknown} (0 yeu, give wor o doter of service) 
; No all! = - Springfield Hospital Records 
4 8 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and {c)-] INTERVAL BETWEEN 
aa PART 1. DEATH WAS CAUSED BY: . OS ieee 
o 5 ; OFATIUMEDIATE CAUSE jo) _AYterLosclerotic myocardial infaretion 2 weeks 
Pr 4. . DUE TO 
2 Conditions, if ony, which w_Arteriosclerotic cardiovascular disease Years 

geve tise to immediote 
s couse (0), staling the under. ( CUETO 
a lying couse lost. «__Arteriosclerosis, generalized and severe Years: 
c Bm vassocewie IT Sey CONTRIBUTING TO DEATH rebes nes a ee Ou: DISEASE CONDITION GIVEN IN PART I(o}/ 19. AEA 
circ 2 2 
»B any abeoCes on, circ. dist. swith cere ral arteriosclerosis,with ves PQ noQ 


200, ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 120. {City or town) (County) {Stote} 
(ia While anemaiite foctory, street, office bldg., etc.) ! 
p.m. 19 lot work [] of work [] ‘ 


. toFebruary 12, 19.58 that I last saw the deceased 


alive an2 2 25K, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


wo. Springfield State Hospital. 2/13/58 


z 
Q 
a 
< 
2 
= 
= 
= 
ir 
u 
z 
ba 
6 
2 
= 


the hospital or attending physicion. 
R: After this certificate hos bee: 


ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hou 
page 3 should be Getached for use as the burial-tronsit permit. 


ACTUAL 


the registror prior to burial, crematian, or remaval. and in ony event within 72 hours ofter death. 


a 

3 = SIGNATUREL A A PELE FE ERA SA ile MD. MPLA EE OL OPS Ue MOSDAYAL SA el 

£6 a 
zize> /| |ruewns 7 Agustin delCampo, MID, Sykesville, Maryland 
Fa a Zz ‘Wo. BURIAL, SES, ‘2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {Stote) 

‘ s : 
=. BYRTAE 2-17-58 St.Stanislaus Cemetery | Baltimore 
- ce Q '23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ho. KEp y Los csidegd ib. LSD anid yi 
g? rans 
yaaa 9 | William Cook, Inc. 1217 St.Paul Spreet pate REP TSE Pe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 
1849 CERTIFICATE OF DEATH reed 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
a STATES ‘Lend b. COUNTY City 


c. CITY OR TOWN (If avtside carporate timits, wrile RURAL and give nearest tawn) 


ca 


1. PLACE OF DEATH 


"COUNT 
¢ Carroll MARYLAND 


B. CITY OR TOWN {If autside carporate limits, write | c, LENGTH OF STAY IN 1b 
RURAL and give negrest town) 


Sykesville Bm2d Baltimore 2,Md. 
o dad. PHS EASirteiestisme {If nat in haspital. give street address) d. STREET ADDRESS e. pays’ 
Springfield State Hospital 101 E,Mt.Royal Avenue ve LF) NO 
3. NAME OF First Middle Last 4, DATE Month Day Year 
yee or Prin) Mary Maude  Kittlewe an 2 ie, Nace 
5. SEX 6. COLOR OR RACE 


Fem W 


7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH 9. AGE {In years [IE UNDER 1 YEAR|IF UNDER 24 HRS. 
tava hday) { Months] Days | Hours] Min. 
winoweo [) IvoRCEO [] yes. 
100, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CINZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


during mast af working life, even if retired) 


housekeeper 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Robert. Kittlewell Josephine Cole 


J ee WAS DECEASED Beal! U. S. ARMED: op gees a8 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fer, no, oF unknown) {if yer, give war or dates of service} 
No unkn S.S.Hospital Records 


18. CAUSE OF DEATH [Enter anly one cauie per line far (a). (b). and (c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


€ 

$ 

3 

& 

3 

‘4 

5 

o 

a 

“s 

3 PART I. DEATH WAS CAUSED BY: 
Z s IMMEDIATE CAUSE (o|_Arteriosclerotic cardiovascular disease years 
H dp QUE TO 

BE copiers. lieanyipg ict «___ Generalized Arteriosclerosis. years 

Es gave rise ta immediate 

gc cause (a). stoting the under. (OVE TO 

=? lying couse lost. ) 

5 a 3 Paar It, ae SIGNIFICANT CONDITIONS CONTRIBUTII TO DEATH br ‘at RELATED TO. 4c TER! IAL DISEASE CONDITION GIVEN tN PART Ya) | 19. WAS AUTOPSY 
z = onic rgin ndr gstree “Hitt cere ral arterioscleros pte 
8 S ossible dementia fie to Pellagra ves EF] NO 
2 = 20. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part ! ar Port Il af item 1B.) 
iS OR CONTRIBUTING E] CAUSE OF DEATH 
5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 z Sietiad idles? hae, ae Lee 
§ G [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, ; 20f. (Cily ar tawn) (Caunty) (Stale) 
a rs Gare sori: While Not white factary, street, office bldg., etc.) | 

5 = p.m. 19 Jat wark [J] ot work [] i 
F 21. | certify that | attended the deceased from._____§ — 13.-_,195%_,t0__22 15 = 19.58 that | toast saw the deceased 
5 alive on____e 2 = 15- Bre Sr efi) BBL... and that death occurred ottO: 5A ym, fram the causes and on the date stated abave. 
= g. 2 2 ADDRESS (Street, city or town, state) DATE SIGNED 
= ACTUAL eh 2. 
8 See Cet ee “= no, Springfield State Hospital 2- 15-58 
a 
8 PHYSICIAN'S: : 
£ NAME (Type) D eville, Merriam. .... 22.5. 
ey 

° 
= 


page 3 shauld be 


0 ‘Za. BURIAL, SEATON 22b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, ar county) (Stote) 
Veh. i : 
SS | BuRYet oP") Feb. 18, 1968 | Druid Ridge Pikesville Mde 


‘_ 3. FUNERAL OI! RS SIGHATUR) DDRESS: 2ho. REC'D BY REGISTRAR | 24b-REGISTRAR'S SIGNATUR) 
\ Hohn. Mitchel f'4 sons Inc. { Eutaw Place =| |. FEB2 0 '58 eriwe ’ 


Rd 


- 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a 841 _ CERTIFICATE OF DEATH 1832 


Reg. Dist, ie 


ss fe 

& ge Ue deeds iy 0 2, USUAL RESIDENCE (Where deceosad lived. If institutiogy Residence before admission) 

2 $3 a Cn , f MARYLAND || Wi a "4 b. conn} Litt Uf 

= 6 8 b. CITY OR TOWN (If outside corporote limils, write |. LENGTH OF STAY IN 1b cc. CITY QR TOWN (If outside casporate limits, write RURAL ond give nearest town) 

2s ‘ond give neorgit town), 

Rs LLAMA, ZU é \AOLZLEO EL, GOS IE, 

2 p NAME OF HOSPITAL (IF pot in in Ronpil fal, give street address) d. STREET ADDRESS. e. IS RESIDENCE 

(yo OR INSTITUTION / — ON a NO ph 
uw YES. NO 


First Middle fost 4. pare oo Month 


Rags ; fore 
(Type or print) [7 UA {} = —_— Ue ceatn * £ 10 + SH 


5. SEX & COLOR Ge RACE [7. married [7] NEVER MARRIED [] | 8, DATE OF Pi 9. AGE py you [IEUNDER 1 YeaHTiF UNDER 2 HRs 
(j topes Months] Days Min 
wipowen (iy pivorceo f] | Yc XO mh 


Oo. oy OCCUPATION (Give kind of work done! 10b, KIND OF BUSINESS OR Tyo WW, “80 {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


g mont atfeetking life. wen if retired) gow 1 og V G VE. - (/ to3 A 


Bote o MAIDEN NA 6 
PS, As LEG Za: 
15. WAS DECEASED EVER IN U. S. mA FORCES? |16. SOCIAL “SECURITY NO. ]17, INFORMANT ee 
(Yes, 9, oF unknown Upgat, give wor oF dates of service) / l, d ie i 4 
a 1 jvm $ G27 el bar ~ 


18. CAUSE OF DEATH [Enter only one couse per line for () (6). ond (€).] 


PART 1. DEATH WAS CAUSED BY: a 
beast CAUSE (0) 
430, / DUE To 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pleose remove corbon papers. Poges 1 and 2 sm 


: After this certificate hos been signed by the ottending physician ond completely filled in by # 


‘ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hour 


g 
3 
nl 
é 
x) 
= 
2 
ra 
g 
Ps 
£ 
= 
= 
: 
é 
Ze Conditions, if ony, which ho. 
ES gove rise to immediate 
gS couse {0}, stoting the ynder- ( OVE TO 
ay =O lying couse lost. 
g23e dying couse lost. (G) 
ave 3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 
ae g i 
= 3S < 
E568 s yesf] No) 
Bae & [200 ACCIDENT WAS UNDERLYING CJ__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! ar Port It of item 1B.) 
ao & ]OR CONTRIBUTING CT CAUSE OF DEATH 
eg2s & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
ees G ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, [20 (City or town) (County) (Stote) 
5. 8S 3 Howes aie ae hc. teers foctory, street, office bldg., etc.) | 
sicrs = p.m. 19 Jot work [7] ot work [7] H 
Byee 3 
2 Re 21, t certify that | attended the seceuiet fram _ (AAT WSL, to 72 -/ 0, 19.3P that | last saw the deceased 
° $3 alive on_. Ate LO, 1 I _ --. and that death occurred at. Ldap ‘M, fram the causes and an the date stated abave. 
eo ate Street, city or lawn, state) ATE SIGNED 
eS CTUAL 
pete soa teem » LY Geet 7 Li, Mel. 2A SP 
cae 
25428 eames We. /4. Foard M., — W.)4- Foard M.”) | 
Sex2 2 NAME [Type) to} 
= 2 
SEYoOo ‘Zo. BURIAL, CREMATION, see aT Zc. NAME OF CEMETERY OR oe 2d. LOCATION (City. town. o 9 my) ag g:). 7 
253 85 SONG: fy) LFS e / 
Egat DAA u hak] Mae ZPD 
o*fo 
- 
1 


23. "py DIRE eed pitfertial nist REC'D BY REGISTRAR REGIST RAR 'S SIGHATBRE 
Z e¢ : i ; ¥ y 
NSA 5 (4) prtond pate FEB 13 58 


55 


2 


bie MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
DPD 1949 __ CERTIFICATE OF DEATH nap. vus. pl LOS 


xxl 


st 

a 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. {f institution: Residence before admission) 

32 ° Uda reroll maryiano || ° TATE Maryland B COUNTY ame we 
% ‘: B. CITY OR TOWN iif ovtide corporete limits, write Tc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

3 \ ‘ond give nearest town) ‘ ree 

ca MC) [Baral = Sykesville bince 2-15-57 || Baltimore Girtby- o 2, 

} d. tonne {If not in hospital, give street oddress) ¢. STREET ADDRESS: e bn ae 
= 74 Springfield State Hospital 6003 Kerwood Avenue ves C) NOM 
aa 3 3. NAME OF First Middle lost 4. DATE Month Do =e 
3 Ree, Frank Joseph KOTRAS fam Feb. 21, 1958 ,, 
=e % I 5. SEX 6. COLOR OR RACE |7. MARRIED [MF NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE Cap fnee TYEARTIF UNDER 24 HRS. 
3 ‘ aaila white wivoweo [] puoteeD (al Sept. 23, 1882 id aM lonths| Doys | Hours] Min. 

E be 100. peer be ede) id, kind ing | 0b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 luring most of working life, even if retire o 
Rss Carpenter, cabinetmake -—--May Co. Czechoslovakia United States 
° & 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
58% 
Beg gnatz Kotras Maximiliana Urban 
= 2 3 be WAS be Bo U.S. py) Gee 16. SOCIAL SECURITY NO. }|17. INFORMANT Address Sykes¥ if I le, Mde 
= et, ne oF ore Give Wer br dole ot sevice) = 
aoe no a 21610-2065 | Records of Springfield State Hospital 
baa ky 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c). INTERVAL CETWEEN 
Sa } OPISET QNO DEATH 
se raar | OeaTy was custo ar. Bronchopneumonia 3h hrs 
£z§ / OUE TO 
3 1 
3s > Conditions, if ony, which w» __Arteriosclerotic Cardiovascular disease more than 3ys 
3 is gove rise to cos ads 
Be couse (0), stoting the under- 
ea lying couse lost. ___ Generalized Arteriosclerosis ore thanlO y. 
< S ¥ z Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING. ree, ATH BYT NOT SELATED TO JHEaT) INDI Vet Lo} | 19. WAS AUTOPSY 
331 Os Gorgnse Brain gynarone with eis eee Rais CS saclantid vet) Noo 
ane ches! arteri oS Ee Pos is J 
_3 5 © [200. ACCIDENT WAS UNDERLYING Oo ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 
eZ — 
$23 —|6|memmmnriancn main 4197 5 = 
a cate :, " 4 — 
e665 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘Ze. PLACE OF INJURY (Home, form, 4 20f. (City or town) (Count, (Stote) 
Ss y ( Y) 
8 23 g Heel eae: (While as ae Foctory, street, office bldg, ele.) ! =e 
2s = —— =~" t 
eis = pom lot work SPOT work 
Seo % 
oe 21. | certify that | attended the deceased fram_Reh..15..___ 5 WA, to__Febre--21---., 1958_.,that | last sow the deceased 
“es alive on___Reby~.2Q1_------. 1258.-.yand that death accurred atQg5S P.M, fram the causes and an the date stated abave. 
82 Ly $ 
=o ; ADDRESS (Street, city or town, stote) DATE SIGNED 
cas / ACTUAL 
eee SIGNATURI MO. 
az 
zit sy lacie Ia 2 8 Sykesville, Maryland 
gop Plo. BURIAL, CREMATION, | 220. DATE THEREOF Me, NAME OE CEMETERY OF CREMATORY . LOCATION, wn, si 
Saf | Bienen” |3/35 750, [Sek HT ten: BAensrss way ON 
oot UP ia 
te 


“gob titinete SIGHAT! gr al Home ah sted 2 2ho, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
na ul 


VS AIS (4 > ‘A 
1SM vse. %, § Viadison DATED en aaa: 
NY 258. erry! tft 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 &. 
1843 CERTIFICATE OF DEATH 183 4 


& oa Reg. Dist. No. 
o 3 +. NM 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. It institutions Residence before edmission) 
CBR Sen. 4d o ° b. COUNTY 
* ss arro MARYLAND Montgomery 
= Be b.CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib © CITY OR TOWN if utide corporate limit, write RURAL ond give nearest Iowa) 
4 s RURAL ond give nearest town) rf 
—> 7 ykesville bince 1=19=56 Germantown |! 
¥ 4 CTS edi Teh (If nat in haspitol. give street address) d. STREET ADDRESS e. tes bes te 5 
oF pringfield State Hospital RFD. #1 YC] NO I 
5 3, NAME OF First Middle lost 4. DATE Month Yeor 
3 = or print) Grover Daniel LINTHICUM DEATH Febse 22" 198 
8 6. COLOR OR RACE [7. MARRIED L} NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {in yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= fost birthday) [Months] Days | Hours] Min. 
WIDOWED. i Divorced FD) 1-188 ‘Oy. 
oo. ale OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mest of working life, even if retired) 
— Germantown, Md U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George F, Linthicum Irene Tabler 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
{Yes, no, oF unknown) {IE yes, give wor or dates of service) 
Sa — Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), and (c).] INTERVAL BETWEEN 
ATH 


Then please remave carbon aoe 


R: After this certificate has been signed by the attending physician and completely filled in by 


ATTENDING PHYSICIAN: The law requires that the death certificote be execuled within 24 havi 


NAME (Type) Maytin Gross, M.D. 


€ 
8 
7 
3 
3 
“ 
g 
= 
= 
5 PART |. DEATH WAS CAUSED 8Y: 
2 IMMEDIATE CAUSE (o|_Coronary occlusion 3_hrs. 
$ 
$ fe x DUE TO 
ae Conditions, if ony, which rb 
—E6 Qove rite to immediote : ary 
ae covse (al, stoting the undar. (| DUE TO reaction 8 yrs 
e%-D lying couse fost. te 
BceZé& oS. ) 
Beso ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
RBER 9 << + on RFORMED? 
22° ae 
a5.00 OV’ SD NO fy 
2o3 $ = ] 200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port Il of item 1B.) 
Hs pepe & JOR CONTRIBUTING Cj CAUSE OF DEATH 
S225 & [MF EITHER, NOTIFY MEDICAL EXAMINER) —— 
£ : ie ee _2 he 
be S65 & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Ca 120 (City or town) (County) {(Stotey 
b23e 8 ELMS LS 3 While Not while factory, street, office bldg., 
sEicsg s p.m. wv Jat work [} ot work (] uF 
5S ‘ 
BE 21. | certify that ( attended the deceased from. Jane 19, 19569. sas . to Febs 22. - 19.58 that | last saw the deceased 
$ 5 alive an___Febe 22... 12 re and that death accurred at.9$00 PM, fram the causes and on the date stated above. 
.. And ADORESS (Street, city of town, stote} DATE SIGNED 
5 Sewatore__© UA i Vy 2 __wo. Springfield State Hospital 
a 
5 } PHYSICIAN'S 
B 
i 
© 
= 


To. Bite Gace ‘2%. DATE THEREOF ‘22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county) (Stote) 
“I 
Biriat” | 2/26/58 Baptist Cemetery Cedar Grove, Maryiand 


R UNERAL DIRECTOR SIGNATBRE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Bays) Dey Wt 1FEB26 58 (QU carn 
15m 9755 A - Laytonsville, Md DA’ PPP RIL A 
U 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
1844 CERTIFICATE OF DEATH 


v1i836 


ad 


Reg. Dist. No. 


< ce 
S 8 =z Ve aun 7 pion lace (Where deceased lived. I! institutions Residence before admission} 
2 e iF bi b. COUNTY 
pe) Carroll acer ks Maryland Balto,City 
= bi b, CITY OR TOWN (IF outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
8 oa RURAL ond give nearest town) 3 yo 
= ap Sykesville 13 days Baltimore GVOUIES 
2 a dé. Paci toa oe (If not in hospitol, give street address) d. STREET ADDRESS 1s dake seo) 
ir Al 
ih Springfield State Hospital 206 N. Milton Ave. Yes C] NOX) 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
{type or print) Margaret LOCHNER Beare February 26, 958 
5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE {In yeors iF UNDER 24 HRS. 


Min, 


Female White wipoweo (F Divorceo [] January 3D 1864, rae. PaaS 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 

ousewife - Maryland U.S.Ae 
13. FATHER'S NAME " MOTHER'S MAIDEN NAME 


Reker Joseph Steinherce <eaatont Theresa Reisberger 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


urs after deoth. 


Then please remove corbon popers. Poges |} ond 231 


the registrar prior to buriol, cremation, or removal. ond in ony event witha 


(Ye (oF unk it va wor or dates of service) 
i Sly ee eae one Springfield Hospital Records: 
o 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b}, ond {c}.] ERE eH 
edd ST ESL a Arteriosclerotic cardiovascular disease year's! 
Had f a 
ri aeiien, Saar et Bronchopneumonia due to aspiration Days 
gove rise to immediote 
couse {o). stoting the under. ( DUE TO 
lying couse lost. a) 


Past Gas {en SY iT ertose -ONTRIBUJING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/19. WAS AUTOPSY 
C.B.S. due to artver OsclerosiBe : PERFORMED? 
YS |X. yes MJ No C] 


200. ACCIDENT WAS UNDERLYING C1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
Hour o. m. ‘While Not while foctory, street, office bldg. etc.) q 
p.m. 19 fot work (] ot work (] 1 


MEDICAL CERTIFICATION 


: After this certificate hos been signed by the ottending physician and completely filled in by 1 


the haspital or ottending physicion. 
joched for use os the buriol-tronsit permit. 


ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 how 


21. | certify thot | attended the deceased from MaEMMAL/TS/ 150 |, 2726/5 fj thal ule ean therceenned 

alive on___¢f/ SOf290 - W{\.___., and that death occurred at Y2:t¥! _M, from the causes and an the date stated above. 

Sa 4 3 ADDRESS (Street, city or town, stote} DATE SIGNED 

| [tiitin CLlerncf Ler rons, Springfield Hospital 2/27/58 
Manes _ Edmund Lusthaus, M.D. Sykesville, Maryland 


Ro. a eae 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City. town, or county} {Stote) 
i 
Burial” _|Mar, 3, 1958n| Holy Redeemer Cemetery Baltimore, Marylend 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS do. REC'D BY REGISTRAR ab. REGISTRAR'S SIGNAT e 
a f 
wae John 4; Moren - 3000 E, Baltimore Street pate Wp 4 ‘5B ee 


poge 3 should be 


TO HOSPITAL 


ier death: Page 4 
meral director, 


deoth. 


Then please remove carbon papers. Pages | and 2 sMeurd be filed with 


: After this certificate has been signed by the attending physician ond completely filled in by 


ached far use as the burial-transit permit. 


ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 ha: 
the haspital or attending physician. 


the registrar prior ta burial, crematian, or removal, and in ony event within 72 hour: 


may be retained 
TO FUNERAL DIR 
poge 3 shauld be 


TO HOSPITAL 


Htem 2 Film 226 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1845 CERTIFICATE OF DEATH res. vo, (E539 


iP, Hes arated 2 ee RESIDENCE (Where deceoted lived. If institutian: Residence before admission) 
. Carroll MARYLAND |) ° Maryland > coumyitimore City 311 
8. CITY OR TOWN if ounide corporate limits, write | ¢. LENGTH OF STAY IN 1b | ¢, CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest ee Vv 
on are nearest town 5 
Sykesville -2mos, 25days Baltimore 2 /Olek 
d. ae (If nat in hospital, give street address) te wes: Ss ft th P ) e \s RESIDENCE 
2 : a 0’ 
Springfield State Hospital (Pivele Sisters of Te Alenia ve) NOR 
3. NAME OF First Middle last 4. DATE Manth Doy Yeor 
DECEASED OF 5 
{Type or print) Elizabeth Agnes Lookabaugh | can February 17 19 58 
5. SEX 6 COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in year TF UNDER 1 YEAR|IF UNDER 24 HRS. 
: thday| Manth: De Hi 
Female White wivowe pivorceo [J 5-23-1870 87 Sallam Tl Sok | ole a 
100. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY! 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most_of working life, even it Zetired) 


‘ e Maryland U.S.A. 
43, FATHER'S NAME VY 14, MOTHER'S MAIDEN NAME ? 
Willian Heury JCucf_ Leah May ! 
15. WAS DECEASEDEVER IN U, $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, ne, oF unknewn) (IF yes, give wor or dates of service} 
No Springfield Hospital Records 
18. CAUSE OF DEATH [Enter anly ane cause per line for (a), {b), and (c)-] SE re ae 
_ PART BeAr MBDIATE caus oL_Bronchopneumonia days 
49 I not oveTo 
Conditions, if ony, which w__Arteriosclerotic heart disease yeaus 
gove rise ta immediote DUE TO 
cl {a}, stating the und * 
Lon Poe Generalized arteriosclerosis years 
Past Hi. OTHER SIGNIFICANT ONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION ee SN IN PART T{o) 19, WAS AUTOPSY 
C. B.S. iat with tet tag ance, with cerebra Tio- | PERFORMED: 


vith nsycho disbetes me yes] No] 
200. ACCIDENT Ww UNDERLYING a ‘20b. DESCRIBE HOW naar OCCURRED. fens nature af injury in Port | ar Part 7 ‘of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor 20d. INJURY OCCURRED — | 208. PLACE OF INJURY (Home, form, 120 {City oF town) (County) {Stote) 
Haur a.m. While Not while factary, street, atfice bldg., etc.) 
p.m. 19 fot work (of work ' 


21. | certify that i attended the deceased fram.__.___ 11-23... 19.55, 1, Ree re on . 168. __that | last saw the deceased 


alive On, -ae EUs 2, 12.58, and that death occurred at.9.¢50_ AM, fram the causes and on the date stated above. 
a ADORESS (Sireat, city ar tawn, stote) DATE SIGNED 


wooPringfield State Hospital, Sykesville, 


MEDICAL CERTIFICATION 


PHYSICIAN'S Agustin del Campo, MA. 


NAME (Type) VOT 


Za. SURTAL GE MATION: ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tows, ar caunty) {State} 
MOVAL {Specit . 
[Bit 2a AE a likes ey a bo CAL 
23, bed ERAL DIRECTOR'S SIGNATURE do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Le, nj 
a7. LRG An None _FEB20'58) (Reed aueg 


9A pve 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- 1846 CERTIFICATE OF DEATH 


a 


1837 


Reg. Dist. No. 


< ce 

® 33 2. USUAL RESIDENCE (Whar deceosedived, If instiution: Ridence before edruion) 

=) Gere marviano |} ° VL Z BESOIN 4 

€£ Be b. aie OR TOWN (il eunide corporote Tin, wile [<. LENGTH ot STAYIN 1b |] c. CITY OR TOWA (If outside corporate limits, write RURAL ond give neares! town) 

g s a AL ond give nearest town} iW 4 

al 4 oF -! Ot A LES, 

= A ae ‘OF HOSPITAL TRAM not in hospital. give street ere d. STREET ADDRESS fe. IS RESIDENCE 
G © Ot INSTITUTION ON A FARMG 
rsh yes [] NO [X 
2 4 
6 ai wag or ee i Middle Los 4. DATE jonth = Dey Year 
3 (Type or print) = ie MVIAR , Beata © ~At~ ay 
5 
2 


5. SEX C “) fe RACE |7. MARRIED P& i 
us 


100. USUAL ae { be ive Pn) ‘of work dane! ID OF BUSINESS ‘OR INDUSTRY BIRTHPLACE (State orfforeign country) 12, CITIZEN OF WHAT COUNTRY? 


1 THER’: ie FHER'S YiLg LUSH 
DOP oun Wate Wot Vlad 


ey Wi DECEASED fat INU, S$. aap ee 16. SOCIAL SECURITY NO. |17. FORMANT Address ved 
as. gh or unknown) 1, give wor oF dotes of vervice) 
WD) Tt Lee M Muatiz. "Wleeucfosler 


NEVER MARRIED oO B. DATE OF BIRTH es rk In on 


3-/FT70 


rbon popers. 
r death. 


Ours OF 
me 


igned by the offending physician and completely filled in by 4 


ADDRESS: en city of town, ec: DATE SIGNED 


’ 
ooen, f : FA ( WAL Autherctir 
aca LA) | oar hoe kA Oe ctheratir |} 
= 
PHYSICIAN'S y 4 = d i> 
NAME (Type) W ] S AL r VA E 
aban ib. DATE THEREOF ic. NAMIp OF CEMETERY OR CREMATORY CBF town, ar county) (sey 
p = 7 
LG Hiss an Beuliay | Gd Vuk 
are E = ‘ADDRESS. ae Yoda. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE : 
y J i y 5 or f 
VS. Ais ) , : EL: 2 fi A tC} DATEFEB 1 § ‘58 G cy.eesr 


VMIZLSE. 


moy be retained 
TO FUNERAL DIR 


FF 
2 
x 
a 
© 
£ 
$ 
nd 
= 
3 
g 
2 
3 
© 
2 
2 
& 
8 $e 
by i 
e 
£ . 
9 Se 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond @. ] } INTERVAL BETWEEN 
sl ay PART I. DEATH WAS CAUSED BY: se fee (Sarr, 
2 Se IMMEDIATE CAUSE (o)_ tt wef S- 
= £§ ; 
heer 420.0 DUE TO zy " L 
= a2 Conditions, if ony, which o } oe eee i eel 
3 Eo gove rise to immediate! 
3 gs coute (0), stoting the under ( DUE TO 
Sesey lying cou t, © 
2 et flying: 
228 5° 3 Paar IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
2556 Ole 

Bs s yes] No) 
gaoeo uv 
= = = 
Fotss © [20a. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Ii of item 18.) 
eeee* & | OR CONTRIBUTING LD) CAUSE OF DEATH 
Zeges © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Seac z Ss a ce Un. ee 
Ztees & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) {County) (Store) 
$5 Ses g Mevresct, Sais, Mitotic foctory, street, affice bldg., etc.) | 
esi? = p.m. \19 fot work [] ot work [J H 

fie 

eae DS z 7a 
g g2ud 21.1 certify that | attended the deceased fromM@/Oy 1952, to dare 12 , 1958 that | last saw the deceased 
o#< 22 . 

Zs “3 $3 alive on. Nem f2—.__\_, 192.35), and that death sere oh 3GAm, from the causes and on the date stated above. 

fei 4 

Ey Sa 
£8 
Da 
85 
oe 
55 
to) ® 
oe 
a2 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1847 CERTIFICATE OF DEATH 1638 


cd 


~ ec +] \ Reg. Dist. No. 
oo oe . PLACE OF DEATH 2: usual RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& $s 0. COUN’ b. COUNTY 
~ $2 Merviand Baltimore 
=e @ b. CITY OR TOWN [If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN [If outside corporote limits, write RURAL ond give neores! town) 
2. 2 3 RURAL ond give nearest town) 
= Be esville Baltimore ‘ 
> d. NAME OF HOSPITAL [If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 

- OR INSTITUTION be ON A FARM? 
ae ‘ 4629 Park Heights Ave. ves [NOK] 
226 3. NAME OF First Middle len 4. DATE Month Doy ——Yeor 
eB eae Minnie May § McMillen treaty = February 18 19 58 
= =e s. a 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] |®. DATE ey “— 9.-AGE ite aees Ean TEA TF UNDER 24 HPS. 
= it 4 
irae | Female WibOweD pivorceo [] 1873 Fe lime al eel eal eee 
RB os 
3 E Be 10o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g 9 os during most of working life, even if retired} M 
S ves ousewife jaryland U.S.A, 
& o £ & 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 68% 
Ba i. John Zimmerman Mary E. Mahaney 
24 3 z 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
3 a o (Yet, ne, or unknown} {IE yes, give wor oF dotes of service) - 
g pis No = Springfield Hospital Records 
8 & 8 pe 1B. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (c).] INTERVAL BETWEEN, 
7° £05 PART I. DEATH WAS CAUSED BY: 2 
eee VIMMEDIATE CAUSE (o)_APteriosclerotic cardiovascular disease 
> =F + DUE TO 
£ 33 Conditions, if any, which by 
$ su to immediote 
Ss Eien. toting the under: ( CUETO 
Set52 lying couse lost. ( 

Be 
3.23 5 = & Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. WAS AUTOPSY 
é 22 a oO a PERFORMED: 
2Efe & ‘ > 
gage 3 $ Senile psychosis - simple deterioratio ves []_NO 
er Ry = [20c. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
P? te & | OR CONTRIBUTING [1] CAUSE OF DEATH 
aegis | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ae jae ef ae ee 
2ogss & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, foe , | 20F. (City or town) (County) (Stote) 
rb. 88 rt Hour 9. m. While Not while foctory, street, office bldg, etc.) | 
ape. a = pom. WF Jot work [[] of work j 
yas ; 

2 g20= 21, | certify that | attended the deceased from._._.Qetoher. 2019.5), toFebruary 18, 1958.,that | last saw the deceased 
Z age } 
ee A alive on_February 18 1% ass and that death accurred atl200_ P.M, fram the causes and an the date stated abave. 
cao ADDRESS (Street, city or town, stote) DATE SIGNED 
ai - ACTUAL . s 

ay SENATUR mo. .... Sprinefield State Hospital. ___2-18=58__. 

z 

5 : 

ge Feces Rewend Wiwieees, MeBe ne Sykesville, Md... ee ee 

tS = 220. BURIAL, SreanOn 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 

3 nelle 
Bs Buliat ebe 22, 1958 | Baltimore : Baltimore Mde 
Ee 2 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS . 24a. REC'D BY REGISTRAR Bie ReGiSIear SIGNATURE? 
? 


VS. AIS (4) John O. Mitchell & Sons Ince 1900 Eutaw Place ce eB 2 58 LUA eau 


“e*A fivaane 


@33 


UAIEIe8 


om 


« ge 
g 83 
Surges 
2 £3 

Be 
=£ oe 
g ef 
a 
= 


the attending physician and campletely filled in by 
Then please remave carben-papers. Pages 1] and 2 SM 


R: After this certificate has been signed by 


page 3 shauld be*Netached far use as the burial-transit permit. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hau 
y the hospital ar a 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs atter death. 


M 


an 


2) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 9 
848 CERTIFICATE OF DEATH \ 183% 


Reg. Dist. No. 
hy baer ait 2 UEUAS RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
a Carroll MARYLAND || °° Mary land BeSOUNTY — AGarrend: 
b. ay cep own (lf hee Ssalaheld limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
ar jive nearest town] 1 
Rural, "Nr. Westminster 12 Years ||X Rural, Nr. Westminster 
d. OR WenTUTION (tf not in hospitol, give street oddress) d. STREET ADDRESS e. See OEE 
Westminster, Md, R. D. 6 Westminster, Md, R. D. 6 Yes C] NO 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED * OF 
(Type or print) Harold Arthur Miller pat = 2/4/58 19 


RS. 


5. SEX 6 COLOR OR RACE |7. married [] NEVER MARRIED fF] |B. DATE OF BIRTH %. poi eaae tf UNDER 1 YEAR] IF UNDER 24 H 
3 Jost birthdoy! ; 
Male White wiboweD [} porceo 1] | 6/17/1938 19. ‘po ledihea! a 


100, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired} : 
None - Invalid None - Invalid Carroll Co,., M 


U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Arthur N. Miller Mary Humbert 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT (-0°L/_#L¢1)), . (7 TE 7, Address 
{Yon, no. oF unknown) (Uf yes, give wor oF dates of vervice) a aul 
No. None Arthur N,. Miller, Westminster, Md. R.D.6 


18. CAUSE OF DEATH {Enter only ane cause per line far (0), (b), gad (eh) b INTERVAL BETWEEN. 
ri ents tL, 


ONSET AND DEATH 
PART t. DEATH WAS CAUSED BY: e e 
IMMEDIATE CAUSE (o] a eo FUSES. 


DUE TO 


Canditians, if any, which o 
gave tise to immediate 


cause (a), stating the under. ( DUE TO 
lying cause last. {c). 
5 Pant il, OTHER SIGNIFICANT CO ITIONS CONTRIBUTING TO DEATH BUT NOT RELAJED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo} 19. WAS AUTOPSY 
=z ry ys va PERFORMED? 
3 gL ln fj akan Aves Apt’ ves] Noa 
= [200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part Vor Part Il of item 1B.) 
& | or CONTRIBUTING [1] CAUSE OF DEATH 
| (iF elrHeR, NOTIFY MEDICAL EXAMINER) 
5 |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, T20F. (City or town) (County) (Store) 
ray Hour a. While Not while factory, street, affice bldg., etc.) | 
= p.m. 19 lat work [J at work [J H 
21. 1 certify that | attended the deceased from..¥) wt 10, 1987, to fed F195 SX that | lost saw the deceased 
alive pag 7 ate waanay 1% _, ond that death accurred at&.i4S2_M, from the causes ond an the date stated abave. 
ts 


ADORESS (Street, city or town, stote) YATESIGNED 
sez ea wn ES W. Dao PT, LUE 
NAME (Type! ee a ee oe ee VA. Ip Arynr ler ef Ya 


ICLAN'S 
‘Te. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
Buria. 2/7/58 Baust Church Cemete Nr. Taneytown, Garroll Co., Md. 
‘ re DIRECTOR'S SIGNATURE # yy) ADDRESS Qd4o. REC'D BY REGISTRAR...j 24b. Vas SIGNATURE 
Yyahct ft ‘Hg = Littlestown, Pae bee 58 dif 


ay! 


9 93 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
849 CERTIFICATE OF DEATH 


4 


C1840 


a eee Reg. Dist. Ni 
i. 7 = 1. PLACE OF DEATH bs bon aes (Where deceosed lived. If institutian: Residence before ia = 
So 8 2. b. COUNTY 
£22 Carroll pasha! Maryland Balto,.Co / 
£ Be b. CITY OR TOWN (if outtide corporate limit, write Te. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) V 
= 52 RAL and, re town) ae 
3 E> sy sv: 8yrs.lmos.l2dkys Sparrows Pt., Balto, 
= . pile OF HOSPITAL (If not in haspital, give street address) d, STREET ADDRESS: e. I$ RESIDENCE 
& pringfie Ss ON A FARM? 
> / id State Hospital North Point Road yes () Nox) 
a 3. NAME OF Fist Middle fost 4. DATE Month Do Yeor 
2 DECEASED OF b " 
= {Type or print) Hugh Burton MILLER dete ~Februa: 
5. SEX 6. COLOR OR RACE |7. MARRIECUK] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE {In years 
last birthday) 
Male White wiooweo[) __oworceod) | January 20, 1909 ig ”, 
~ 10a, USUAL OCCUPATION (Give kind of wark dane! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i during most of working life. even if retired) N J 
I \ | Crane Operator = ew Jersey UsSehs 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Hugh B, Miller 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yes. no, oF unknown) Qf yer, give wor or dates of service} 
No - WS-Of-/ 


1B, CAUSE OF DEATH [Enter only ane couse per line far (0). (b). ond (c)-] 


Bessie Adams 
17, INFORMANT Address 


Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


g physician and completely 
Then please remave carbéipapers. Pages I and 2s 


PART 1, DEATH WAS CAUSED BY: s 
‘ IMMEDIATE CAUSE (o)____ obarvation Months 
vw 0O. DUE To 
Conditions, if any, which 1 
gove rise ta immediate 
cause (a), stating the under- (CUETO 
lying cause tos, a 


, cremotian, or remaval, and in ony event within 72 haurs ofter death. 


7,--.-.. 192.58. to February 8, 1958 that | lost saw the deceased 
leath octal at_122054u, fram the couses and an the date stated above. 
ADDRESS {Stree!, city or town, state) DATE SIGNED 


mo... Springfield State Hospital 2/8/58 


21. t certi 
olive on__ 


: After this certificote has been signed by the attendin: 


poge 3 shauld be setached for use as the burial-transit permit. 


the registrar prior to burial, 


i a 

5 

S A Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. wasreprogsy! 
2 Q Se Se 

ae 5 Schizephrenic reaction, catatonic type. ves) Noo] 
me = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Ul af item 1B.) 

ES, E ] OR CONTRIBUTING 1) CAUSE OF DEATH 

¢ & (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 & [20c. TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED ‘Oe. PLACE OF INJURY fHame, Mita 1 20F {City or tawn) (County) (State) 
5. rt Hour 0. m. While Nat while factory. wtreet, affice bldg.. etc.) t 

3 2 p.m. 19 Jat work [7] ot work [J t 

= 

o 

a3 

2 

= 


ATTENDING PHYSICIAN: The fow requires that the deoth certificate be executed within 24 hoy 


gi 
z2 PHYSICIAN'S 
Zz NAME (tyes) Agustin delCampo, M.D -KeSYS ies Earviends a on 
& Be Me, pee OF CEMETERY OR CREMATORY ia, (City. tomy, or (Stote) 
BD FEE. ia hia DK ‘ty db 
= 26 C ENV feet yA Las 
- - 


23 = ERAL DIRECTOR vptd 5 — lt fea Bao. REC'D BY REGISTRAR Sat! Ly GNATIRE 
VS AlS (4 = i *58 Py EN 
YESS) Sh, poet peat Ay Licantlatly, iid, \ort FEB1 3 c 


SA AVEU! 


ter death: Page 4 


ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hoy 


the hospital ar attending physician. 


5 


= 


uneral director, 
be filed with 


Pages 1 ond 231 


/ 


= 


Then please remove carbon papers. 


R: After this certificate has been signed by the attending physician and completely filled in by 
the registrar prior ta burial, cremation, or removal, and in any event within 72 hours ofter death. 


poge 3 should be ‘setached for use os the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9 CERTIFICATE OF DEATH 


vis4i 


Reg. Dist. No. 


—| 


thy eae bai all 
es 
Carrolt 


MARYLAND 


Maryland 


b, CITY OR TOWN (If autside carporate limi rite | ¢. LENGTH OF STAY IN Ib 
RURAL and give neares! lawn) 
Sykesville 35yrs-2mose7 


s 


b. COUNTY 


a Eoin (Where deceased lived. If institutian: Residence befare admission) 


Balto,City 


c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 


Baltimore 


720. BURIAL. CREMATION. 7b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY i i ¥ 
MOV) ify 
Burtst 2-14- 8 orraine el y fe mo Mar. 


&. NAME OF HOSPITAL (F notin hospiol, give street oddress) d. STREET ADDRESS, ee 
Springfield State Hospital St. ves [] No fa 
3. NAME OF First Middle Lost 4. DATE Month Doy —Yeor 
(Type or print) Irving MILLS beth §6©6- February 12, 1958 
3. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [2 | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White wiooweo [J ovorceot} | October 1, 1883 4 eal ar ears: Teer: | ie 


10a. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ag pon Pespe fie. even retired) Pa Maryland UeSeAs 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Thomas Allen Mills Ida Brooks 
A WAS DECEASED EVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 


Wye, ve mcr or date of sevice) 


sage o Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (c)-] 
PART |. DEATH WAS CAUSED BY: Infarction of myocardium due to artericscleroti 


IMMEDIATE CAUSE (o} 
BUETO coronary thrombosis 


Conditions, if any, which (o 
gave rise ta immediate | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Minutes 


cause {a}, stating the under: DUE TO. 
tying couse lost. an 


Zz NN. QTHER SI eens is ps TIONS CONTRIBUTING TQ DEATH BUT NOT REI ieee rou MINAL DISEASE CONDITION GIVEN IN PART Io} /19. we AUTOPSY 
2} Sent’s aes 

= onic ona sis - — 
| “Fangs ° ry esis, moderately ad. are Ty Noe] 
is 200. ACCIDENT WAS UNDERLYING 7 2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! of Port Il af item 1B.) 

BOR CONTRIBUTING C] CAUSE OF DEATH 

© (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

oS 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ! T20F. (City or town) (County) (Stote) 
re) Hour o. m, fy While Not while. foctory, street, office bldg. etc.) | 

= p.m. lot wark [_] ot work [7] ‘ 


21. | certify thot | ottended the deceosed from._S€pte 275. 19.55, to February 12,168 -.,that | lost sow the deceosed 
alive on_February_ ee 1958, ond thot deoth occurred ot. t208_ M, from the causes ond on the dote stoted obove. 


j ADDRESS (Street, city or town, stote) DATE SIGNED 
Lan tah dey, kuvtrye} 


TUAL 
SIGNATURI 
Nant tyee__Julian Radd, M Sykesville, Maryland ou... --cccucseconcoe: 


‘Tid. LOCATION (City, town, or county) {Stote) 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Howard H.Hubbard 4107 Wilk 


C'D BY REGISTRAR, 


1 4 58 


2b. RE Ban De JGNATURE 


qpo_k 


ek Bdt tA 


ia 


ns_A ’ DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH y1842 
2 1851 Reg. Dist. No. 


2. USUAL RESIDENCE (HOME) OF DECEASED 


CITY = {If outside corporate fimits, write RURAL and gi jarest town) 


urs after death, 


4 
i 


1. PLACE OF DEATH 


ROR 


MARYLAND 
LENGTH OF STAY 


ain 


UF out: 


corpotate ljmits, write RURAL 


OR and give naarest ow! 
sl Weed keno 


HOSPITAL OR 


town 


» STREET 
f 


= 

3 

3 

$ 7 INSTITUTION OR 

g ) STREET ADDRESS e tz eh 

a 3. NAME OF (First) aL ast) 4. DATE = (Month) (Day) (Year) 

© oF 

a i vv >} y 

8 {Type or Print} JoH# i/ 5 MAR ’, Beatn Fed 2G od 

3 Sesex 6. “COLOR OR 7 SINGLE, 3 Boke, 8. DATE OF BIRTH 9. AGE last birhday | IF UNDER 1 YEAR [IF UNDER 24 HRS. 
Pos L | — 
a @ A ee cee M Ye 3 ‘Months Days Hours Min. 
3 Wh, o i: . 

2 10a, USUAL OCCUPATION [Give kind of work 10b. KIND OF BUSINESS Re Pts (Stata or foreign country) 12. CITIZEN OF WHAT 

2 dona during most of working le, even if INDUSTRY COUNTRY? 

S retirad) sa 


14. MOTHER'S AIDEN NAME 


17, = rae LG 
hw. De: 
18. MEDICAL CERTIFICATION 

oi : 


Ss 
cee 


ires that’ the 


The bottom copy tay be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: The law requires that the death certifi 


rn 


icy a. NAME 
€e 


WAL SECURITY NO. 


te be filed with the registrar within 72 hours after death. After this 


ial 


INTERVAL BETWEEN 
ONSET AND DEATH 


INSTRUCTI 


'SICLKAN OR HOSPITAL: The law requi 


LEA f WOaeDIATE CAUSE 0) Zz ! REZ 
ANTECEDENT CAUSE(s) UE TO } re to 
DISEASES OR CONDITIONS, fF ANY, (8) Z 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 
(c 
IE OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
BISEASE OR CONDITION CAUSING DEATH.. 


19a. DATE OF OPERATION 196, MAJOR FINDINGS OF OPERATION 20,_AUTOPSY? 
yes [] No [ 


OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY straat, offica bidg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) (Year) (Hour}| 21a. INJURY OCCURRED 
Whila Not white 
M,_|_at work at work] 


22. | hereby Sepeee” | attended the deceased from. ‘ 
alive on.....2-9.2: eaepe th ro leat and that death it from the causes and on the date stated above. 
i) ADDRESS, Ppfocsl sity, town, stata) 290 E SIGNED 


SIGNATUR: <3 Rath x - Fel ToL oF 


ME OF CEMETERY OR_CREMATORY Loflrewel = town, or county) (Stata) 


Rl tig to8 Jet %., IERAL DIRECTOR'S ADORE! 
ROLLA. Biztha [bb — flo bape 


2la, ACCIDENT WAS UNDERLYING [j | 21b. PLACE (Homa, farm, factory, 2ic. WHERE DID INJURY OCCUR? (City or town) {County} (State) 


21t. HOW DID INJURY OCCUR? 


a v28.., that I last saw the deceased 


23. 


certificate has been executed by the attending physician and completely filled in by the funeral director, the third copy of this 


death certificate assembly should be detached for use as a burial transit permit. 
S 


VS AISC 1-55 10M ~_ 


REC'D BY REGISTRAR 


MAR3 ‘58 


TO ATTENDING 


DATE 


. RA und 


ter death; Page 4 
neral director, 


: After this certificate has been signed by the attending physician and campletely filled in by 


the hospital ar attending physician. 


ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1852 — CERTIFICATE OF DEATH 02604 


Reg. Dist. No. 


oe 
2 USUAL RESIDENCE (Where deceated lived. If inition Residence before admisien) 
0. STAI b. COUNT! 
MARYLAND 
a 3 aryland bs more Cit: 
b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN tb CITY OR TOWN (If outside corporate limils, wrile RURAL ond give nearest town) 
RURAL ond give sores town) 
‘al 5 days Baltimore \ f = bh 
d. NAME OF HOSPITAL 77 not in hospitol, give street oddress) | d. STREET ADDRESS e. 1S RESIDENCE 
OR HNSTITUTION. ON A FARM? 
|__ Springfield State Hosnita 112 N. Chester Street ves ONO BQ 
3. NAME OF First Middl ‘4, OATE 
NAME OF ina iddie lost oA Month Dey Year 
{Type or print) Addie ORWIG DEATH Februa 19 19 58 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED J | 8 DATE OF BIRTH 9. AGE (In years TF UNDER 24 HRS. 
lost birthdey) [Months] Doys | Hours Min, 
Female White |wirowen [) DivorceD [] unknown 79 ys. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) = 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
unknown “ Maryland Us 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unknown unknown 
15, WAS DECEASED EVER IN U, 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, ne. or unknown) (If yes, give wor or dates of service) 
No - = Springfield State Hospital Records 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (J INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: B 
te IMMEDIATE CAUSE (0) ronch: 
O- TALK Notout to 
Conditions, if ony, which o Arteriosclerotic heart disease Years 
ove rite to immediote 
coure (0), stoting the under. ( OVE TO 
lying couse lost te Years 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) lz sides) AUTOPSY 


Chronic Brain Syndrome associated with general arteriosclerosis Nog 


yes} NO] 
200. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c: TIME OF ey Month, oy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 200. (City oF town) (County) (Store) 
Hour While: 2 tists foctory, street, office bldg., etc.) 
: : 19 fot work [J of work (J H 


21. | certify that | attended the deceased from. _Febeuary. 1h, 19.58, vo February 1909. 58 that 1 lost saw the deceased 
alive on February 19 ines dyes and thot death accurred ot L23.15..2M, fram the causes and an the dote stated abave. 


MEDICAL CERTIFICATION, 


—— ADDRESS (Street, city or town, stote) DATE SIGNED 


SIGNATUR : eS sho Sartagiield State Meaniital. sto) 
Natty) Edmund Lusthaus, M,D gclHeeviead 3. en eee 


Ro. por se 2b. DATE THEREOF ‘Zc, NAME OF C WETERY OR CREMATORY Aas (City. town, or county) (Stote) 
WAL (Speci A ry 7 4 
Q/l24/ 9 OE : ie Visa 


i B pene R ADDRESS: P.O o 2do, REC'D BY REGISTRAR "Cine SIGNATURE 
iy, VAAG NV Un Moore DY |vare FER2 4 '58 wad . 


ALY eat LAY 


ont 


‘TTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hou 
ding physicion. 


© HOSPITAL 
may be retained 


on 


eee 
e SE 
5: 
Ba 
pay ee. 
fe asi 
= Bs 
Sage 


* 


ote has been signed by the attending physicion ond completely filled in by ! 


poge 3 should be detoched for use os the burial-transit permit. 


Pages 1 and 2 show’ 


Then please remove carbon papers. 


te 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1853 CERTIFICATE OF DEATH neg. on, WL 543 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


1. PLACE OF DEATH 


. COUNTY TE 

* Carroll MARYLAND A Maryland > coumsitimore City 

b. CITY OR TOWN [if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | . CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) : V 
Sykesville 31 yrs.18 days Baltimore 

d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
Springfield State Hospital uninown ves (] NOK} 

3. pes First Middle Lost 4 ewe Month Day Year 
{Type or print) Thomas Henry Pritchett cian  Febryary 18 19 58 


3. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [&] | 8 OATE OF BIRTH ~ [9 AGE Ue yeor IF UNDER 1 YEAR| IF UNDER 24 HRS. 
E ast pydhdoy ai 
Male White wiooweo [] —sovivorceo 10-11-1886 LE yes. aay ae 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
pn ost Basson life, even if retired) Vv 
Railroad irginia U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
William Pritchett Margaret J. White 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
~ Springfield Hospital Records 2 
i K INTERV, 
18. it ac Psp per line for {a}, {b). ond (c).] : INTERVAL BETWEEN 
: ” OPATIMMEDIATE CAUSE (| MyOCardial infarction due _to coronary thrombosi, hours 
ub eb DUE TO 
Condilions, if any, which {b) 
gove rise to immediote 
couse (0), stating the ynder. ( PUETO 
lying couse last. {e). 
FS Dementi ig. SIGNIFICANT CONDITIONS ITRIBUTING TO DEATH BUT NOT eel Gueie nal p DISEASE hoominse tN PART 1(0}) 19. Narekiene 
= pra aranoid type, ona constitution chopathic 
3 meee! ak y. ange YPE > ey enee ves) No$] 
= 2a. ACCIDENT WAS UNDERLYING {J ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Part Il af item 18.) 
& JOR CONTRIBUTING [] CAUSE OF DEATH 
© {IF EITHER, NOTIFY MEDICAL EXAMINER), 
< 0c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) {County} (State) 
6 Hour a. m, While <= Nee orhtla factory, street, affice bldg., etc.) ! 
= p.m. 19 Jot work [] ot work H 
21. | certify that | attended the deceased from_Makehe 7... 19.55, to. February 18, 168 thot | lost sow the deceased 
alive on__February 17, 1958 eee , and that death occurred at9 21 8 AM, from the causes and on the date stated obove. 
¥ ADDRESS (Street, city or town, state) DATE SIGNED 
AL i 
Sontton no, ._Springfield State Hospital __2-18858 
PHYSICIAN’ rf 
Namettyes___Agustin del Campo, M.D. _eytesville, Maryland. 


do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


To. reno tahoe Wb. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, tawn, or county) {Stote) 
MOVA! pecify| 
sm dos Loudon Park Com Baltoe, Mde 
% ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 4182 
f. Q CERTIFICATE OF DEATH vis44 
= oe (8) 5 4 Reg. Dist. No. 
% 3 3 4. ee 2. yA oe, (Where deceased lived. If institution: Residence before odmission) 
o 2? bb °. * b. COUNTY Medien 
“ea Carroll MARYLAND Maryland Ni 
£ Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
9 ys Ej RURAL ond give neorest town) : 2 5, ae 
= kesville since 3-8-56 || Baltimore City yal. 
B2 - d "NAME OF Roa {If nat in hospitol, give street oddress) d, STREET ADDRESS @, 1S RESIDENCE 
- er OR tNSTITUTIO! © ON A FARM? 
a f pringfield State Hospital 21 5. Broadway ves C) NOTH 
5 —~ 3. peed First Middle Lost 4 mid Month Day Year 
im (Type or print) Theodore Francis REGEL DEATH Februa 20 58 
z I ey 19 
oO 
2 


\ 5. SEX 6. COLOR OR RACE |7. MARRIED LJ NEVER MARRIED [J | 8. DATE OF BIRTH 9 AGE {in xeon if UNDER 1 YEAR] IF UNDER 24 His, 
\ s las tyrthday) | Months] D. Mi 
— male white wipowen%] ovorceo(] | November 19, 1896 (cu valle a] oe | ee | <a 
100, USUAL OCCUPATION {Give kind of work done! 10b.. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE {State or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) . 
—_— Baltimore, Maryland United States 


Mattes Martin Gross 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (State) 
} Bor coat LA 
} -S%4 ACK ERMAN Hie. KD Oo. 


23. carat DIRECTOR" ‘SANG rane IDRESS. Aa. i 'D BY maar ‘ab REGISTRARS SIGNATURE 
aR a) DK 901s. ESWKLING S te pare FEB25 58 GQuliued 


Ss 
Lj 2 
3 
2 8 
a 3 
2 & 
£2 
= 3 
ects 
2 eg 
2 Es. 
sou = 
2 %ag 
& DQes 
3 5 2 ry 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= = 
MEER Maxamillan Regel Mary Fuchs 
2 293 15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? 116, SOCIAL SECURITY NO. 17. INFORMANT adies Sykesville, Md. 
wee Sl 2 roan certanecey (Of yes, give wer or dota of service} ? 
Sim Bia no | 217-07-5300 | Records of Springfield State fen; pital 
re 
3 2 de 18. CAUSE OF DEATH [Enter only one couse per line far (0), (bl, and (c).] INTERVAL Between 
a 205 PART |. DEATH WAS CAUSED BY: 
2s Z IMMEDIATE CAUSE (o)__ Bronchopneumonia 
5 fF: “4u3x DUE TO 
= Fs Conditions, if ony, which rs sive i scular disease Years 
$s Zéo gove tise to immediate 
5 se couse {o), stoting the under. ( DUE TO 
SeF=e lying couse lost, a 
$e. pees Be a Ad = 
a 4 3 S a 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART tia)| 19. gece ee 
2koFs ellie ) ; 
wisss IS UF] » ves not] 
Foes s “| © [200. ACCIDENT WAS UNDERLYING C1] ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 18.) 
RIGOR ng & ]OR CONTRIBUTING CI CAUSE OF DEATH 
Zoey a 
<5 & Zs & [CF EITHER, NOTIFY MEDICAL EXAMINER) — 
2stss © |20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) (State) 
258s ray Hour o.mu. While ‘Not while, foctory, street, office bldg... Se) peas 
sir s = p.m. 1 fot work [J of work [] 
sapiens hd 
g Sizx 21. | certify that 4 spree the deceased fram_July.3._.____ Gell iO. web 20 debe , 19.38. thot | last saw the deceased 
ao 22 
$+ re % = alive on_Feb. eS Pee. _, and thet death occurred at. 2 20 Pm, fram the causes and on the date stated above. 
E ifs ADDRESS (Stree!, city oF town, state) DATE SIGNED 
bs a acTuAL ; : : $ 
2 ‘ SIGNATUR ib ee FY VIF mo, . Springfield State Hospital + e /20/58. si 
3 / 
ms 
‘oD 
Ki 
iM 
° 
= 


page 3 should be 


1A NAVIN 


+ ‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 18 45 
ULSD 
3 


wy, 1855 CERTIFICATE OF DEATH bese 


s - ss 
& 3 ': ¥ Mona pi we a 2. ese brain SS (Where deceased lived. If institution: Residence before odmission) 
= at b, COUNTY 
et 7 J (iis aryland Balto,City 
££ Bre. b. CITY be TOWN — outside corporote limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporole limits, write RURAL and give nearest town) 
g ss RURAL sete Ke =e town} " : ‘ 
sd oer Sykesville eumos.12days: Baltimore Vole ¥ 
we 2 ae {If not in hospital. give street oddress} d. STREET ADDRESS e ‘3 Fs e 
i oe 
> /S\_Springfield state Hospital 3709 Monterey Rd. ves C] Nose] 
= 3.N, First Middle tost 4. DATE Month Doy Year 
7D DECEASED m OF 4 
2 (Type or print) Florence Miriam DalzelI R0OS DEATH February 2! 1958 
5. SEX 6. COLOR OR RACE | 7. MARRIEO [] NEVER MARRIED. 13) 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR! IF UNDER 24 HRS. 
lo! birthday) [Months] Doys Min. 
Female White —|wioowenmy —_—ovorceo) | September 1879 78. iv 


T0o. USUAL OCCUPATION (Give kind of work done 
ing most ot prc life, even if retired) 
ousewite 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE [Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
- Penna. U.S.A 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William Dalzell 


Florence Kennedy 


Then please remove carbon papers. Poges 1 ond 2 sheur 


. ond in ony event within 72 hours ofter death. 


> WAS. Beis erty U.S. v nig neon 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
tied gras Mees nts or anata Wecteat 
flo - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for {0}, (b), and (c). J TERY AC aerney 
PART |. DEATH MebiAt-caus: oy Anemia, hypochromic microcytic, generally & Months 
rx OUE To unspecified 
Conditions, if any, which (o) 


gove rise to immediote 
caute (o}, stoling the under: 
lying couse lost. ? 


-transit permit. 


TTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hou! 
: After this certificate has been signed by the ottending physicion and completely 


e 
oo 
a2 z y ig iT IONS CONTRIBUTING TO DEATH BYT,NOT Wesas IE TERMINAL DI E, CONDITION GIVEN IN PART 1 19. WAS AUTOPSY 
% (S| FeBs esbuserited Pit SSSt ot metabolism growth or nutrition wit (OH) pERFORMED? 
G38 C l$|__senile brain disease, with "psychotic ri oe) hep ves] NOG 
OU 26 © [ 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ek. a injury in Port | or Port Il af item 18.) 
€ Oe i 
gree & | pr eitvee, NOTEY MEDICAL EXAMINER, 
fete = 
osss & ]20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City oF town) (County) (Stote) 
$293 g Hause sin, Fea ae Raa rR foctory, street, office bldg. etc.) | 
si?s z p.m. 19 lot work [] ot work [] H 
ac ONG 
z re 21. | certify that | attended the deceased fram. Sept. 13, w.29_, February 25, 1958 that | last saw the deceased 
$.2 . 
ta $5 alive on_february 25) ite |_--, and that death occurred at __102 30AMram the causes and an the date stated abave. 
2a 83 7 
22 ff. ADDRESS (Street, city or town, ttote) DATE SIGNED 
im ACTUAL 
ese / tthe Fern SUADR Cm Springtield State Hospital 2/25/58. 
£62 
Ee} 315 PHYSICIAN'S 
= esis NAME (Type)__EGmund Lusthans D wo. Sykesville, Merylend.................._-______. 
= ae ind ? Ro. whew tes Wb. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
= dR Bs Burts sdgesville Hedgesville , W.Va. 
2 J AOE 24a. REC'D BY REGISTRAR ‘24b. REGISTRAR'S SIGNATURE 
V5. Als 40 y fap a, Martinsburg, W.V&x frp 8 58 (Roi edare A 


A nvaund 


361 8 a3 


aul 
AMA 
TW, q 349) 5| q 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1 Fi 
UZ y 

2 1856 CERTIFICATE OF DEATH rgerpiv. wo. i! 1 $44) 
ty | eee eel 

nl 
, We DE € clY OR TO at ngAORA ‘ond ee nearest town) 

5 
g ee Ad 


ts 


ate hos been signed by the ottending physicion and completely filled in by t 


es 9 FF HOSPITAL Se give ae (Me | Vad 4. STREET ADDRES . IS RESIDENCE 
o oe G bt om ON A FARM? 
A yves(] No(] 
Baz; ee al , 
ede) 
iene ya or petty) WL 2. gh 
9 Bon 9 7. MARRIED D WEVER MARRIED oO 8. DALE £F BIR} Ee 9 ise (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
birthday) Min, 
yi jp WIDOWED pivorceo 0) |, ASS £o “ 
BCUPATION (Give king/6F wark done]10b. KIND OF BUSINESS OR INDUS}RY [1 Gog tg 12, CITIZGN OF pHHAT COUNTRY? 
pst of working life, relited) L. 
bo AL 
Bel Ak etfs oA 
HY L-4. Mg Z g 
ee If yes, give wor o doe of service) 
7 os Mb 4 


18. CAUSE OF DEATH [Enter only one cauie per — — (0). (b). ond (c). 7, 


PART |, DEATH WAS CAUSED BY: 
ris CAUSE {0} 


Ute € DUE TO 


Conditions, if ony, which . 
gove rise fa immediate 
cause {0}, stoting the under. (DUE TO 


lying cause los), iG} 


Past It. OTHER SIGNIFICANT CONDITIONS,CONTRIBUTING TO DEATH BY IT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia) /19. petetired Ges 


yes] No 


20a. ACCIDENT NG cause OrOFATH o 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part 1 or Part I! of item 1B.) 


OR CONTRIBUTI: Rare 
(IF EITHER, NOTIFY? TEXAMINER) 


20c. TIME OF INJURY Manth, Day _¥ ‘ear | 20d. INJURY OCCURRED We. Peace OF INJURY (Home, fam ' 20F. (City or tawn) (County) (Stote) 
Hose—ersr— ite Ne factory, street, office bldg.. etc.) | ———— 
p.m. a leper a is H 


21. 1 certify that | attended the decea: erm pe oe E. to. jo FAO. Zefh, 19S hat | last saw the deceased 


alive on___ el -_--. afd that death accurred a’ Lup, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


Poges | ond 2 st¥ 


INTERVAL BETWEEN. 
ONSES AND DEATH 


Then please remove corbon popers. 


MEDICAL CERTIFICATION 


the hospito! or ottending physicion. 


R: After this certi 


TENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hou 
poge 3 should be detoched for use os the buriol-tronsit permit. 


the registror prior to burio!, cremation, or removo!, and in ony event ls ofter death. 


e250 / | [eRe ZB ye Slane Aad Oe / AN BR 
ag [Jom ne Fe EKG rags y a oe" 
ww = Cae Ri Ht 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { i" § 4 Aj 
1857 CERTIFICATE OF DEATH Sia ee 


=a 


~ ye ‘ 
SSS 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmitsion) 
o S.5 0, COUNTY o. STATE b. COUNTY 
ce te Carroll MARYLAND faryland ; Carroll 
= Be b. CITY OR TOWN (if outtide ane limits, weite | ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
gos RURAL ond give pomet toy 
ao Sykesvill (rural) 3 mo. 7 days Mt. Airy (rural) 
~ MA FH A, 
et 4. NAME OF HOSPITAL a not in hospitol, give street oddress) i STREET ADDRESS «15 RESIDENCE 
fe Springfield State Hospital ves (] No 4 
a cf 
ane) 3, NAME OF First Middie lost 4, DATE Month Da 
fore DECEASED OF y 
a 35 {rope oF print Vallie Octavia Burgee Runkles Stam 2 20 3e8 
= >3 5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED {-] | 8. DATE OF BIRTH 9. AGE Ces IF UNDER 24 HRS, 
= itthdoy) 4 
Stil 4 Female White winowen] —ovorceo] | 6—23-75 eee eS Pov 
s € ae 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8 ee during most of wor gs life, even if retired) fk da 
i 2-8 Housewife Marylan 
3 5 8 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ieee 5 Mile Eldridge Burgee Sara Ida Davis 
a = 8 3 ‘ WAS eee earl U.S. ele on 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= as, oF unknown ; d 
$ ofp aa Se A Springfield State Hospital Records 
= £3 
3 HAN 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL DETWEEN 
3 2/a' PART |. DEATH WAS CAUSED BY: 
2 AG ei | } IMMeIAte- Cause o,__ Mesenteric thrombosis. 
3 = = Hac 0 DUE TO 
FS Conditions, if ony, which »__Arteriosclerotic heart disease, Years 
* 8 Eo gove rise to immediote 
= she couse {o), stoting the under- ( DUE TO 
fEtse lying couse lost. () 
fas & S 4 3 Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) [19 pe JaMeD? 
oEnae %| Chronic Brain Syndrome, associated «with cerebral arteriosclerosis, with | ysrtnog 
£oge g 
Fe os 5 = [ 20a. ACCIDENT WAS UNDERLYING ()__ '206' DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Port | or Port Il of item 1B.) 
ora & | OR CONTRIBUTING C) CAUSE OF DEATH 
aegis & | UF ETHER, NOTIFY MEDICAL EXAMINER) 
g $6 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. {City or town) (County) (Stote) 
= go ft Hour 0. m. While Not ier foctory, street, office bldg., etc.) ! 
= ae = p.m. lot work [_] ot work i 
e555 8 
z BE 21. | certify that | attended the deceased from. aise pk 19,57, to... 2-20. 1998 that | last saw the deceased 
a 2 
Z $3 olive on__2—-20—__,.________,, 19581, and that death accurred ott :50p m fram the causes and an the date stoted abave. 
is} 4 ° D ADORESS (Street, city or town, stote) DATE SIGNED 
35 Senin JUG yo, Springfield State Hospital 
a8 'T leuvsicans Gertrude Me Gross, MeD. Sykesville, Maryland 
< a6 
& Ss NAME (Type) poe ee et ee SS 5 
a oo 5 
bd BURIAL, CREMATION, ae DATE THEREOF oe oe CATION (City, town, o¢-county) (Stotey 7 
° 2 fy) ¥1 
att 2-23 115P| Weospee ™ edlepyek CB Tih 
i 


‘Ub. reSSTANS 's I |ATURE 


UN RAL oe 's 1a \ _»ADDRESS 24a, REC'D BY REGISTRAR 
vs AIS (4) Lisatfe Loum 7 ety Fire DAE 9 5 ‘58 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
s CERTIFICATE OF DEATH 


coed 


Reg. 
~ ce 
& 3 > ts bes seein 2 beter ihs {Where deceased lived. If institution: Residence before admission) 
& £2 % Carroll MARYLAND || °° Maryland S.coUNTY Montgomery 
‘ B (M b. City OR TOWN {lf oulide ere limits, write | ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} " 
6 AL ond giv rest town 
= ak esville ROyrs.8mos.lday Silver Spring 15 &e 
= y2 d. NAME OF HOSPITAL (If not in haspitol, give street address) d. STREET ADDRESS @. IS RESIDENCE 
a OR INSTITUTION ONS FARM? 
BS oringfield ate Hospita = ves B]_ No [St 
ce 
=e 3. NAME OF Fi Middl le 4. OATE AZ 
ze Ree nt iddle ost oA Month Doy ‘cor 
a {Type or print) Francis A. SALTER own = Februa 15 1958 
& 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED %] | 8. OATE OF BIRTH 9. AGE Te If UNDER 1 YEAR] IF UNDER 24 HRS, 
rthday) Min. 
Male White wioowen] i oworceoQ) | April 12, 187) 83 vis. ei 
Wo. vous eee tee kind ot ake 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
juring most of working life, even if retir. 
Farm laborer - Washington, D.C. U,SsA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Felix A, Salter Martha A, Crippen 


5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fer, ne. or unknown} (Hf yas, give wor or dates of service} 


No ak as - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse par line for (0), {b), ond (c)-] 


PART |. DEATH WAS CAUSED BY: 
yo ny, IMMEDIATE CAUSE (o)_ALterd 


Vas after death. 
Ke 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon popers. 


a wt DUE TO 

Conditions, if any, which »__ Generalized arteriosclerosis ars 
gove rise to immediate 

couse (a), stoting the under- AS) 

lying couse fost. {c). 


ae I. OTHER SIGNIFICANT CONDITJONS CONTRIBUTING Tt ATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)}19. WAS AUTOPSY 
Schizophrenic reaction, Ee PERFORMED? 
ves [] no 


20a, ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION. 


erage ia 
20c, TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY iHome, form, 1 20f. (City or town) (County) (State) 
Hour a, m, While Nat while foctory, street, office bldg., etc.) ! 
p.m. 19 lat work [J ot work [J H 


21. | certify that 1 attended the Coe fram October 20, , 19.54. 1oFebruary 15, 1958 that 1 iast sow the deceased 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hou 


the haspitol ar attending physician. 
: After this certificote has been signed by the attending physicion ond completely f 


page 3 shauld be detached far use as the buriol-tronsit permit. 


olive on February, WwW 


ACTUAL 
SIGNATURE. 


NAneives. Edmund Lusthaus, M.De Sykesville, Maryland 


‘Zo. BURIAL, CREMATION ‘Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} {Stote} 
BURTAR "| 2/20/58 ENWOOD CEMETERY WASHINGTON, D.C. 


23, FUNERAL DIRECTORS SIG) RE P a GISTRAR b, F RAR'S SIGN. RE 
ian Vilinese ce fiom fy sffvik SPRING, MD. /** FEBS $°8" [err ae bcigte(s 


the registrar prior to burial, cremation, ar removal, and in any event wi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
29 CERTIFICATE OF DEATH nl tba 


& me ett oe, 2. be ‘Saag (Where deceosed lived. If institutian: Residence befare odmission) 

i fe b. COUNTY 

a oy {> MARYLAND: 

CARROLL ARRD 

= b. CITY OR TOWN [if outside corporote limits, write | c. LENGTH OF STAY IN Ib © os: OR TOWN [lf ia ara limits, write RURAL oa give nearest tawn) 

8 RURAL ond give nearest town] =p 

ne ZLALAD TER 

4 3: Nate Se HORTA (if nat in a give street address) 7 ce ADDRESS. e. Pra 
& CPEWN A AL Gores ves].NO 
6 a: wale so inst Middle let 4. ape Month ODay Year 
5 {Type or print) £L/2AB FL SCOBEFFE?2. DEATH FEB, / 57.958 
e 5. SEX 6. COLOR OR RACE | 7. MARRIED PYNEVER MARRIED [] | 8. DATE OF BIRTH %. AGE Gass if UNDER } YEAR] IF UNDER 24 HRS. 

lost bicthdoy Min. 

é FER LE |W) TE \woown wore | Sepz, Ay, /Go0_| 37m. || [P| 
ge 100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 42. CITIZEN OF WHAT COUNTRY? 
o A during re of working We, even if retired) 
gu CY. 4 => 7 PEM, a 27 alse 
3 & 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
83 = 
ge EY) 4 p EIT NFR 
Q ECEASED EVER IN ARMED FORCES? RIT) 17. INFORMANT Add 
ef enh Hyeterecare eo Foie ie i Be eT he 8 SSPEWVA ALE. 
42 MRCSOUSSELL =e WET MID oud, 
Sz 18. CAUSE OF DEATH [Enter only one couse perjine for (0), (B), ond (gf SHEE SG Si 
a PART |. DEATH WAS CAUSED BY: ? “ 
S< IMMEDIATE CAUSE [0] CLL OPT AO SY ek 2 
ES 


196.1 DUE TO ° E 
/ r é Ga Ce 77 
Conditions, if any, which thtsepttee & , Pre : Je 
gave rise to immediote : 
cotie (0), stating the under. ( OVE 3 Seg OES i 
lying couse last. te) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEAS€ CONDITION GIVEN IN PART Vo) {19. Meas “ania 
yes) no] 


20a. ACCIDENT Non UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) {County) (State) 
Hour o. m. While Not if foctory, oe office bldg., etc.| 
Pm. Jat work [] at work a) 


21.1 papi I = ine ldeccestalrrn = eet ae i, oP , i; Sf Si [ome 1%:2.0,that | last saw the deceased 


alive an =~ 7% oa eY ee ag and that death occurred a (wy _f7__M, fram the causes snd an the date stated abave. 


(Serie (WGA iaantliee Muh YAY 


ransit permit. 


MEDICAL CERTIFICATION, 


PR: After this certificate has been signed by the attending physician ond completely filled in by 


the hospital or ottending physicion. 
poge 3 should be attached far use as the bur 


ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hoy 


the registrar prior to burial, cremation, or removal, ond in on: 


2 ! SIGNATURI 

ta PHYSICIAN'S s (s ’e 3, 
x23 NAME (Type), « J H#e (# Wale < 4 
4 

5 £3 a. BURIAL, ern ‘2b. DATE THEREOF 7 ie NAME OF CEMETERY QR-GREMAZORY 72d. LOCATION (City, tawn, ar county) {Stote) 

~> 

= = 
aah LBigray LARLDER S Ey TER LAPT A4lf Mw, 
ee 23, FU obey DIRECTOR'S SIGNATURE A 24a, REC'D BY REGISTRAR ees SIGNATU yi 
VS Al5 (4) fi FEB 3 58 * 

1SM 9/58 


:) 


filed with 
= 


decth: Page 4 


Pages } and 2 should 


Then please remave corbon popers. 
in 72 haurs ofter deoth. 


ian, 


. or remavol, and in any event wi 


F After this certificote has been signed by the ottending physicion and completely 


hospital or attending physic 


5 
3 
2 
2 
a 
= 
= 
ne 
2 
= 
3 
3 
8 
x 
Dy 
© 
5 
2) 
ry 
ed 
o 
6 
a 
o 
S 
a) 
o 
= 
3 
= 
3 
. 
e 
2 
z 
2 
© 
= 
ras 
Zz 
= 
Q, 
a 
> 
= 
a 
oe 
Zz 
a 
z 
Fy 
a 


page 3 should be detached far use as the burial-tronsit permit. 
the registror priar to burial, crematian 


moy be retained 6; 


TO HOSPITAL O 
YO FUNERAL DIRE 


VS AIS (4) 
1SM 10/87 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1859 CERTIFICATE OF DEATH Pee: 


. PLACE seo ey Pee a Sales (Where deceased lived. If institution: Residence before admission) 
co. COUNT MARYLAND 0. STAI ss, b. COUNTY 
0 Maryland or 


b. CITY OR TOWN {If outside corporote limits, le | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) P 


ira] Taneytoren U Rural Tansytomn 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS 1S RESIDENCE 
YE 


OR INSTITUTION ON _A FARM? 


$f] no 


. NAME OF Middl ! Ye 
aie or iddle Month Day ‘eor 


OF 
(Type or print) rie Virginia Senft February 17 19 58 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 3 Relies IF UNDER | YEAR] IF UNDER 24 HRS. 
ol 


Female White widoweo £f] bvorceo(] | Oct. 17, 1870 87 ys. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
Maryland 
oat 3 


Housework Own home 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Jacob Haifley Clarissa Stonesifer 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


{en 20, oF unknown} {0 pes, gw wer oF dots of service) . 
no none Miss Eliza Senft, Taneytown, Maryland 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).) INTERVAL BETWEEN. 


PART I. DEATH WAS CAUSED BY: ae | 
IMMEDIATE CAUSE (0). 


DUE TO 


Conditions, if ony, which ) 

gove rise lo immediote 

couse (0), stoting the under { OUETO 
ing couse lost. ) 


Part H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. pe ete 
Pt 


yves[] nol] 


20a. ACCIDENT WAS _UNDERLYING (1 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, for 20#. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
Pm. 19 Jot work [J of work [J 4 


21. | certify that | attended the deceased from. __fa-, 19.2 Eto. al cart 19. 95<that | last saw the deceased 
olive an tee >. 12.5 K,., and that death occurred at__3_.P__M, fram the causes and on the date stated abave. 


ADDRESS (Street, city n, stote) DATE SIGNED 
ACTUAL MV ; 
SIGNATUR Re hubehetthh fi ALA. , 


PHYSICIAN'S 
NAME (Type) id 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
REMOVA| (Specify) 
arial 2/20/58 utheran Cemeter 


23. FUREY DESTOR'S IGNATURE G&G ADDRESS ‘2do. REC'D BY REGISTRAR erie AR’S SIGNATURE 

; AO - A 

7 ER24°58 aD 
Mernyn 6, Fugs neytown, Md. pate FEB 2 4 198 SIO 2 daca 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 >. 
1860 — CERTIFICATE OF DEATH visst 


om 


~ Reg. Dist. No. 

& 5 = on \ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 

« £9 Bi COUNTY Carroll masvano |] °F Maryland uty Carroll 

= 3 8 b. CITY OR TOWN TG outside corporote limits, write | ¢, LENGTH OF STAY IN Ib _& CITY. OR TOWN If outside corporote Tims, write RURAL ond give nearest town) 

> gs Tural "Westminster life k rural Westminster 
‘4 d. NAME OF HOSPITAL (If not in bospitel, give street address} ) d. STR RI ets 

sd Od} * eanet RD. Fy Reese me. tee 

& 3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
3 ieee) Charles Elby Shipley DEATH February 10 1958 
2 9. AGE (In yeors HF UNDER 1 YEAR} fF UNDER 24 HRS. 


lost birthdoy) Hours Min, 


$. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH 
Male White |wooweo mg oor [February |, 188 
I 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
5 during most of working life, even if retired) = Ma 1 da 
Butcher Meat Store wary Lan 
= 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Theodore Shipley Amanda Green 


12. CITIZEN OF WHAT COUNTRY? 


USA 


2 


i WAS aa ene U. S. ARMED eg aah 16, SOCIAL SECURITY NO. }17. INFORMANT Address 
fas, no, oF unknown) Yes, give wor or dates of service) 
no Sale 212~0%-1300 Eugene Shipley R 1 Finksburg, Md, 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (c).] 
PART |. DEATH WAS CAUSED BY: 


= : 
Le ME RE 
3 IMMEDIATE CAUSE (0 : 3 
S co DUE TO : Pa Qt tLe 5A, 
Conditions, if ony, which o [eek ted [ zh) Oar mn 


gove rise to immediote 
cotse (o). sloting the under. ( UE TO 
lying couse lost. (ch 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}]19. WAS AUTOPSY 


PERFORMED? 
yes} NO 

200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port It of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Doy, Year | 20d. INIURY OCCURRED —{20e. PLACE OF INJURY (Home, form, 4 20F. (City or town) (County) {Stote) 

Hour 0. m. While Not while foctoty, street, office bidg., etc.) ' 

Bem. 19 jot work [] ot work [ t 


21. | certify that | attended the deceased from.__ WIZ, to LeF 7a 
clive on_____e. ‘aie Al Mest) ae fd that death occurred at__.”_¢?eM, from the causes and on the date stated cbove. 


ADDRESS (Street, city or town, stote) my DATE SIGNED 
wo, LOSE Me Plea Vrmcat ff iy 


INTERVAL BETWEEN 
ont as DEATH 


Then please remave carbon papers. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours after death, 


Q 


MEDICAL CERTIFICATION 


: After this certificate has been signed by the attending physician and completely filled in by th 


e hospital ar attending physicion. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hour: 


= 


msn: W. CJefnette, M.D, «103. E, Main St. Westminster, Ma, 


BOA” | 2-12.58 Garroliton Church of God Carrollton, Marylend 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24a. REC'D BY REGISTRAR 2db. REGISTRARS SIGNATURE 


YS AIS (0 John R. Byers Westminster, Maryland |,,, ER sq IM,. A 


page 3 shauld be alstached far use as the burial-transit permit. 


TO HOSPITAL 


er death: Poge 4 


ATTENDING PHYSICIAN: The law requires thot the death certificate be executed withi 


TO HOSPITAL 


rapa 
=> 
22 


n 24 ion 


onl 


jneral director, 


8 
“ 


® 


Med in by 
Poges 1 and 2 sh: 


i 


Then please remove carbon papers. 


After this certificate has been signed by the attending physician and completely fi 


he haspital ar attending physician. 


TO FUNERAL DIRE! 
the registrar priar to burial, cremotian, or removal, and in ony event within 72 hours ofter.deoth. 


poge 3 shauld be weétached for use as the burial-transit permit. 


may be retain: 


ae 
Ss 


\ 
} 
} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a CERTIFICATE OF DEATH cine EOoe 


sy) 


h Moe OF DEATH z Use A ReeiOmce (Where deceased lived. if institution: Resi ¢ before odmission) 
° °. b. COUNTY 
Carroll ba Monae Maryland 
b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearesl town) 
RURAL ond give neores! town) é 4 
He: on 77_ cays Baltimore BVor4 V 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS. @. IS RESIDENCE 
OR INSTITUTION, ss ON A FARM? 
Henryton State Hospital 631 W. Conway Street yes [] No B4 
3 
3. pee igs : First Middle . Lost 4. peg Month Doy Year 
(ype or print) Richard Springfield | em February 12 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIED RR] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 VEAR|IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours | Min. 
Male Negro wiooweo [] pworctoT] | May 8, 1882 7> ys. 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Porter Lauringburg, N. C. U. S. A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. }17. INFORMANT Address 
f¥es, no. or unknpwn) {Ht yes, give war or dates of service} " ‘ 
Yes [War I Richard Sprihgfield 631 W. Conway Street 
18. CAUSE OF DEATH [Enter only one cause per line for (0), {b). and (J Httee lae da 
PART I. DEATH MEDIATE oust o._ Cardiovascular insufficiency 
Ot a OUE TO 
Conditions, if ony, which (0) 


Goveenie ichimmediore 
couse (0), stoting the ynder- ( DUE TO 
lying cause low, ()__Far_ advanced bilateral pulmonary tuberculosis | 


Panr IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 119. OST ions 
MI 
ves] no] 


20a. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port 11 of item 1B.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Ta 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form,  20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
Pm. 19 lot work (] of work [J H 


21. | certify that | attended the deceased from_NOVe 27 921, to._Febe 12 . 19.29. that | last saw the deceased 


MEDICAL CERTIFICATION 


alive an_+ é As , and that death accurred ot L2 OP i, fram the causes and an the date stated abave. 
v 4 ADDRESS {Siree!, city or town, stote) DATE SIGNED 
of “hi 
$Y, 6 5 Miner, 6 VA wo, ..Henryton, Maryland 2-12-58 
Ramet Dr. Edgars Me Maculans Hi s 


M 
720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar county) (Stote) 
if ~ : 4 bmp ‘4 : ‘ 
A) 3/5¢ | 2l, deca [peltenine Sel 
be ame aid DIRECTOR'S SIGNATURE 7 _,SDORESS 7. q 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE ; 
hetheg &. LP CEO OF Me Lf \n_2212-58 +2 ne aa 
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Y ae 
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i 
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in 72 haurs ofter death. 


lease remave carban papers. 


igned by the attending physician and completely filled in by th 
Th 


-transit permit. 


been 


haspitol or attending physician. 
: After this certificate h 


ached far use as the buri 
the registrar priar ta buriol, cremation, or remaval, ond in ony event wi 


e 


bd 


TTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haur: 


TO HOSPITAL 
may be retoin 
TO FUNERAL DIRE: 

page 3 should be 


VS ANS (4) 
1SM 10/57 


Mm 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ype 
1862 CERTIFICATE OF DEATH H1853 


Reg. Dist. No. 


1 ee ea olla * ae RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. b. COUNTY 
2. bras get 2 Maryland Carroll 


b. CITY OR TOWN (If outside corporate limits, weit 
RURAL ond give neares! town) 


c, LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL and give nearest tawn) 


Taneytow x Rural Taneytown 
d. NAME OF HOSPITAL [If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION / ON A FARM? 
YES R NO (a, 
3. NAME OF First Middl lost 4, DATE x 
ee ist idle os os Month oy cor 
(ype or print) Alverta Elizabeth Stauffer oer February 21 1958 
5. SEX 6. COLOR OR RACE | 7. MARRIED EG NEVER MARRIED ia! 8. DATE OF BIRTH 9, AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) Min 
Female | Whi winoweD fF] ___ovorceoL] | November 12,1871. 86 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY® 
during most of working life, even if retired) 
Housewo Own ho Penna, U.S.A. 
12. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
anie Relic’ Unknown 
17, INFORMANT Address 


15, WAS DECEASEDEVER IN U. 5, ARMED FORCES? [16, SOCIAL SECURITY NO. 
Tas, no, oF unknown] {if yes, give wor of dates of service] J 
— no | HONE. 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (6), ond (c}-] 


PART |. DEATH WAS CAUSED BY: 
_ IMMEDIATE CAUSE (0! 


INTERVAL BETWEEN 
ONSET AND DEATH 


ZAI .O DUE TO 

Conditions, if ony, which 

gove rise fo immediote 

couse (0), stoting the under. ( OVE TO 

lying couse fost. to) 
ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED YO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
= PERFORMED? 
3 ves] No 
= 20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
E | OR CONTRIBUTING O CAUSE OF DEATH 
© [UF EITHER, NOTIFY MEDICAL EXAMINER} 
G [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120%, (City oF town) (County) {Stote) 
5 Hour 0. m. While Not while Farenty miat, nien aity te) 
= p.m. 19 jot work [7] of work CJ H 


21. | certify that | attended the deceased fram__Asé..272....,19$7, to. Heh. __.., 19S Bthot | ost saw the deceased 


alive Oia. ce RGM eN elt Wwsa.. and that death accurred at__--=___M, fram the causes and an the date stated abave 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ACTUAL 
SIGNATUR' 
PHYSICFAN'S 
NAME (Type! iy 7 bler lhe OS 6 Ps 
To. Revo See 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
‘MOVAL (Speci 
urial Feb. 24, 1958 Lutheran Cemetery Taneytown, Maryland 
hoy DIR) 


eas SIGNATO PY, ADDRESS 24a. REC'D BY REGISTRAR EGISTRAR'S Be? 
. OO Sicet i oate FEB 2 5 '58 ures eevee 


Fuss orn 


4 i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1863 CERTIFICATE OF DEATH nop i wo 185A 


~ cf 
S 3 7 iG oe 25 UsuAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
Oo > °. °. § b. UNT 
Cae MARYLAND 
' = 8 Ma a ang bP more 
= was b. CITY OR TOWN (lf outside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest town) Vv 
3 s 5 RURAL ond give nearest town) 
pe Sykesville 1 month days Baltimore f 
3 


d. NAME OF HOSPITAL {If not in hospital, give street address} d. STREET ADDRESS IS apes 
sf OR INSTITUTION, 
Springfield State Hospital 821 N.C we ‘No 


« 
z 
ie 3. pes 4 Fiest Middle: bos oF Month Doy Yeor 
3 erst Anna Gombert STRASSLE| O&atH 
eS 5. SEX 6 COLOR OR RACE | 7. MARRIED (] NEVER MARRIED o 8. DATE OF BIRTH 9, AGE {in years [IF UNDER ? YEAR| IF UNDER 24 HRS. 
o lost birthdoy) Min 
é Female White WIDOWED [I pivorcep [] 187) 83 yt. 
oe Oo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
8s Diy es of working life, even if retired) 
ees ousework - Marylend U.S.A. 
a 3 a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8S 
¢ Frank Gombert Reginia 
é 15. WAS DECEASED EVER IN U. $. ARMED FORCES? j16. SOCIAL SECURITY NO. |17. INFORMANT Address 
€ Yes, no. or unknown) (It yes, give wor or dates of service) 
: no = 220-22-8939 pringfield ate Hosnital Records 
8 . ]18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c}.] INTERVAL BETWEEN 
6 PART I. DEATH WAS CAUSED BY: q “Daye 
§ : IMMEDIATE CAUSE (o)______ Branchopneumonia 
= Bi , Not out to 
Conditions, if ony, which hs Years 


gove rise to immediate 
cause (0), sfoting the under- DUE To 


iping.couretlea. 5 Generalized Years 


& Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a}/19. REPORT 
8] jo 

Pas 

3|¢// Chronfe Brain Syndrome due to marked arteriosclerosis. ves (] NO 

E | 20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il of item 18.) 

& [OR CONTRIBUTING C1 CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 

& |20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, farm, 120F. {City or town} {County} (Stote) 
a Hour o.m. While Nat white factory, street, office bldg., etc.) | 

= pom 19 fot work [J ot work CJ ' 


, crematian, or remaval, and in any event within 72 hours o 
vail 


21. | certify that | attended the deceased from_January Lh, 19 58, toFebruary_19., 19.58. that | last saw the deceased 


: After this certificate has been signed by the attending physicion and completely filled in by t 


ached far use as the burial-transit permit. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hou 


: alive on February_19._____. 958 __. and that death occurred ot B26 bm, trom nee emeen gue the date stated above 

eis | set en wo, Springfield State Hespital 2/19/58 

i : peer _ Aaa 2 Edmund Lusthaus, M.D, _.. Sykeevi lle, Maryland. 9 ee 
2! 2 ee ba FU PURE | A cover ADDRESS = Tae REC'D 8Y REGISTRAR 2 come 7 ORATOR 
israread) Rawk Cyrck am Joo’ -Cuestea ST care FEB2 1 ‘58 Ge? ul 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 y1855 


1 DB 
= 1864 
CERTIFICATE OF DEATH ae BN 
ay t2 1g. Dist. No. 
i 3 eS eee x sapere baht (Where deceased lived. If institutian: Residence before admission) 
s 2% 2 ©: G Dp cb é b. COUNTY 
« 23 CARROLL pore MIARIYL PND CARRSLL 
£ By 3 ©: GITY OR TOWN { utside corporate limits, write Tc, LENGTH OF STAY IN Tb ©. CITY OR TOWN (if auiside corporote limits, write RURAL and give nearest town) 
ets ipsa s 
= a NEW WINDS 6K /PAL| YEARS NEW WiNDS6R Fu RAL 
“ og d. NAME OF HOSPITAL {IF not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
* OR INSTITUTION / ON A EaRM? 
a yes BF NOT] 
2 
°° 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
~~ DECEASED anal OF 
% \ | tee orminn WP R Koy STRINE | cam FEB aie Wissen 
8 I \ |: sex 6. COLOR OR RACE |7. maRnieD Z}-MEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER. YEAR] IF UNDER 24 HRS. 
eo % los birthdey) [Month Do; Hi. Mir 
a. M W widow] pworceo tt] | AUG /2 -/FF6 Ge ee lege lok | |e 
100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most # yorking life, & ren if retired) 4p 4 
p 
Zi Ef OWA Pi LMARVL PLY D Yd [7 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


CHARLES C _STRINE FASE HERR 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. Address Uph 
{¥es, 10. oF unkgown) {IF yes, give war or dates of service) 
2 ee 
NO NONE [2 STRINME D WIADS¢6 RLY 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only ane cause per line for (0}, (b}, and (c).] ANU RRHAL RENEE 
ATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


‘ DUE TO 


Be 


Then please remove corban popers. 


requires that the deoth certificote be executed within 24 hau 


Canditians, if ony, which A Ve ON ee og 
gove rise to immediate fe En 
cote (o}, stating the under: ( DUE TO 
lying cause lost. ey 
Patt Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN FART 1(}]19. WAS AUTORSY 
yesf] no) 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port tl of item 18.) 
OR CONTRIBUTING O] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, Form, ; 20f. (City or tawn) (County) {State) 
Have a.m. While Nat while foctary, street, affice bldg., etc.) ! 
p.m. 19 Jat work [J ot work [J ' 


ote has been signed by the attending physicion ond completely filled in by 1 


MEDICAL CERTIFICATION, 


After this certi 


poge 3 shauld be ®eroched for use as the burial-tronsit permit. 
the registrar prior ta burial, cremation, or removol, ond in any event within 72 hours after deoth. 


e hospitol or ottending physicion. 


TTENDING PHYSICIAN: The la 


21. | certify that | attended the deceased from,_.21642=.. 19.6.6 to. Ze. _.. 195 Kthat | last saw the deceased 

a alive on 2/S/O1£F __, 19_____, ond that death accurred ot. 222M, from the causes ond on the dote stoted above. 
@: F ; 7ioress (Street, city or town, stote) DATE SIGNED 
-) t 

a = PHYSICIAN'S = — 

£24 name tyes LUE AOA E fi / 2? 2 See ee 

42 Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, ar county) Gtote) 

fee PE, CARROLL 

0 fo dl /\ fo 0 

a ot Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DATE DEQ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1865 CERTIFICATE OF DEATH 


] 


1856 


Pant I. OTHER SIGNIFICANT COND{TIQNS CONTRIBUTING JO DEATH BUT NOT REI TED TO THE TERMIty, ISEASE CONDITION GIVEN IN PART J(a}{19. WAS AUTOPSY 
C.B.S. assoc: ‘ated with Serevral arteriose erosis with psychotic renetieh eo wok 


20a, ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 


MEDICAL CERTIFICATION 


~~ aS Reg. Dist. No. 
a 3 = Cm Ba hE PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoied lived. If inition: Residence before admiusion) 
g fs Yo °. b. COUNT 
= se Carroll See ‘land Baltimore city 311 
Ve ] 
£ By \___A]E-CITY OR TOWN (it ounide corporate limits, write |e. LENGTH OF STAY IN Ib ©. CITY OR TOWN (IF avtiide corporate limits, write RURAL and give neorest town) 
g 32 RURAL ond give neares! lown) ; \ 
a Sykesville days Baltimore 16 VO fa bf 
on ye d, NAME OF HOSPITAL (If not in hospitol. give street oddress} d. STREET ADDRESS @. tS RESIDENCE 
=o { a OR INSTITUTION ON A FARM? 
So 28h7 W. North Avenue ves () No} 
. 
2 £6 3. NAME OF First Middle tow 4. DATE Month es) Yeor 
x 28; (Type or print) Frederick William Strow beth =©February 18 19 58 
c = 
= Se 5/SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED () | 8. DATE OF BIRTH 9 AGE Thies eee VYEAR|IF UNDER 24 HRS. 
= : - 5 
2s é Male White wipowen Fy Divorceo (J 3-11-1869 8 ») [Months] Coys | Hours | Min, 
2 ¢ a. ~ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8 g 3 during most of warking life, even if retired) J 
3 gc8| | Printer & photographer Retired Pennsylvania U.S.A. 
coms 35 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
g §3% ~—7/| Frederick Strow Mary Moore 
¢ 83 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. [17 INFORMANT Addrens 
= & {¥es, no, oF unknown) It yes, give wer or dates of service) 
3 ae No 212~12-0778 Springfield Hospital records 
« 
3 8 = 18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b}. ond ()J ERE Aare) 
3 fay PART |. DEATH WAS CAUSED BY: 
r 5 Es pe Se IMMEDIATE CAUSE fo) _LODar pneumonia days 
aretha ae v1 1470OX DUET 
° © ™ 
= > Conditions, if any, which o_arteriosclerotic cardiovascular disease years 
ec o gove rise ta immediote 
$ £ couse (0), stoting the under. ( SUE TO 
ra 2 lying couse last. (c 
ine REEL 
=_ o 
grit? 
% 2 
6 
§ 
g 
$ 
a 


IR: After this certificate has been signed by the attending physi 


ached for use as the burial-transi! permit. 


€ 
it 
Ks 
x 
2 
a 
2 
2s ‘OR CONTRIBUTING D) CAUSE OF DEATH 
<é (IF EITHER. NOTIFY MEDICAL EXAMINER) 
g 3 [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f, (Cily or town) (County) (Stote) 
= 6. Hor a. m, While. Not while factory, street, office bldg.. etc.) | 
as p.m. 19 Jot work [] at work [] ' 
2¢ 3 21. 1 certify that | attended the deceased from_February hi, 19.58, to February 18. 19.58 that | last saw the deceosed 
Par 3 é 1998, and that degth accurred at 224 Am, from the causes and an the date stated abave. 
a . 4 ADDRESS (Street, city or tawn, stote) DATE SIGNED 
< a iy 
Ps: | [seit Aepeetleer SLL Mysto no. Springfield State Hospital 2-18-58 
capa 
Paes PHysicia’s 
rSrees Nancives_f Agustin del Cgmpo, M.% Sykesville, Maryland = 
FS¥° 9 ‘Wo. BURIAL. CREMATION, | 22b. DATE THEREOF 72c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (tote) 
g sp os a Fae L (Specify) 
ofo et Bur’ 2/21/58 oudon Park Cemetery Baltimore, Maryland 
e fe 


¥ DIREGTOR'S SIGNATURE _y y es B La Yed 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
15 (4) Ne : 
ys ais ROY J1¥ Soa. I) L&R DATE + ies Seite 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 A 
1866 CERTIFICATE OF DEATH U1857 


Reg. Dist. No. 


ened 


ae Ps 
® 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insition: Residence before odmission) 
pS ne b. COUNTY 
"5 Carroll Golo d Maryland Carroll 
PE city OR See I Sage nee Tai i] UG See Sra ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 8 ond give nearest town] : 
= Rural Westminster 11 Yrs Rural, Ne. Westminster 
at d. NAME OF wget {tf nat in hospital, give street address) )  @. STREET ADDRESS e. tS RESIDENCE 
4 = OR INSTITUTI / 4 4 Si ON A FARM? 
ba BS WeStni neater , Md, R,D,1 (Silver Run Westminster,Md,R.D.1 (Silver Run)] ves( no 
2 = 5 3. NAME OF First Middle lost 4. DATE Month Doy Year 
& 23 (Type or print) Rosa - Tipton biaTH = February 1, 1958 19 
«= — = 5. SEX 6. COLOR OR RACE | 7. MARRIED (} NEVER MARRIED (a 8. DATE OF BIRTH 9. AGE (In yeors [JF UNDER Hae IF UNDER 24 HR! 
= 3° ‘ last birthday) [Months| Days | Hours] Mi 
See Female White widowed Divorced] | 9/25/1895 62 yn. 
2 easel Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 8 By 3 during most of working life, even if retired) 
ey Housewif e-Housework Her own home Roan Mountain, Tenn, U.S.A. 
8 °8s5 13. FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
68s : 
wo 38 John Forbes Vista Hughes 
= £83 ig, WAS DECEASED EVER IN U. S. ARMED FORCES? [i6. SOCIAL SECURITY NO. [17. INFORMANT : Mia LDPOF FG kasres 
= ace (fas, no, oF unknown) ) {IF yer, give mor or dates of Y 
& pts A | None Mrs. Andrew Gregg, Westminster, Md. R.D.1 
3 gs 18. CAUSE OF DEATH [Enter only one couse Pez line for (2). ond (2) " INTERVAL BETWEEN 
3 gay PART 1. DEATH WAS CAUSED BY: PAE Ts 
a ty 5 = 4 IMMEDIATE CAUSE (o] 
»d £f oO Lf . 
pe ] DUE TO f 
£ 52> Conditions, if ony. which s OY Lite 
aa oo ee gave rise 10 immediate DUE TO 
= c e ay i 
s Bee cote (0), stoting the under- 
Se%=-v dyin, lost. 
oc = ying couse fas! {o) 
foo is 
3 = 5 aS 3 Part tl OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. NeeroRaetoe, 
2S red ,le MI 
z $ ae | ht 
e658 s ves [] NO 
2 g 
Fotks = 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tor Port Il of item 1B.) 
'Zvoes o 
a e225 Blt cimen NOTH MEOICAL RAMINER) 
2oges iG ]20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20F, (City or tow [Coun Stote 
a oe ty ) (County) {Stote) 
= a g S 3 Hour o. m. eeesian Not wi ait "O factory, street, office bidg., sili, 1 
Ese2s g ene lat work work 
Ong we 
2e3s5— 21. | certify that | attended the deceased from. L- = Waby Ee atoxe i boweaa 1... 19.58.,that | last saw the deceased 
=o 
a 5 5 alive Ca OV te Se 193" ..., and that death occurred Lary _M, from the causes and on the date stated above. 
:@S. a ny, : [ADDRESS (Street, city or town/ate) DATE StONED 
bw £5 , SIGNATU —=_ ae hve Sy SEN, ee Me 
sara j 
ZEa2s t PHYSICIAN'S 
Seale? NAME 
Reaes (Type) 
eeeas eee ee 
>> BS is ify) : 4 * . 
ES eos Buria g Monte Vista Burial Park ohnson City ,Washington Co, ,Tenn. 
=» ZA FETFRAL pte) SIGNATUR b ‘ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
1 a 


enor ba Mier. fi AHA _Littiestown, Pas _|oanFEB 4 


death: Page 4 


% 


i After this certificate has been signed by the attending physician and completely filled in by th 


ENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours, 


ol 


eral directar, 


Then please remove carbon papers. Pages | and 2 shoN@e be filed with 


the registrar priar to burial, crematian, ar removal, and in any event within 72 hours ofter death. 


haspital or attending physician. 


poge 3 shauld be detached for use as the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
867 CERTIFICATE OF DEATH ‘im wal Oe 


————— 
te Pe OF Beets 2. Hee oe (Where deceased lived. If institutian: Residence before odmission) 

0 a. b. COUNTY 

Carrol eee Balto.City 
b. CITY OR LON (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest: town) 
@ Rts ‘and ny tawn) 
2mos. 23days 803 N. Chapel st. 
“patty HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e bhappycon 3 
wringfield State Hospital Baltimore 5, Md. ve O) Nome 

3. ce First Middte lost 4. pare Manth Yeor 

Ceeater eri) Lena Barbara Kutcher TWILLEY DEATH February 12. » 1998 
3. SEX 6 COLOR OR RACE ]7. MARRIED] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


H birthdoy) |Months| Doys | Hours! Min. 


Female White wiooweo [E _—otvorceo July 20, 1887 yrs. 


100, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
= Maryland U.S.A. 


serney ring most of working life, even if retired) 
act ory Worker 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Kutcher Anna Roubal 
* WAS peceeo EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ee pieicerrn| hfe te ara ata: e! tree) 
W ers = Springfield Hospital Records 
18, CAUSE OF DEATH [Enter anly one cause per line for (0), (b), ond ()-J a BETWEEN. 
PART |. DEATH WAS CAUSED ay: ‘ bebe ot] 
IMMEDIATE CAUSE (o! Hours 
‘ x DUE TO 
Conditions, if any, which (bl 
Gave rite to immediote 
couse (a), stating the under. { OVE TO 
lying couse lost. ) 
Ml. OTHER Sit a aN cow. INS CONTRIBUTING TO. Te, BUS NOT RELATED TO THE TERMINAL DISEASE CONDITI: GIVEN IN PART 1(a)/ 19. Reve AUTOPSY 
CBS s sssod A cstebrad arteri osclérosis, with psychovic (01) BERFORMED? 
Leaps a ity aes No [I 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY = Manth, 
Hove 0. m, 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 


Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) Rceonn (State) 
While Not while foctary, street, office bldg., ste 


lat work [7] ot work 


November 19,, 19 57, to 2/12 8 , 19.__..,thot | lost saw the deceosed 


MEDICAL CERTIFICATION 


: 50P_M, from the couses ond on the dote stated obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
oe = , Springfield state Hospital ___2/13/58 _ 
poe Edmund Lusthaus, M.D. _Sikestiile,, Merviand heeded Si. be SS 
eciy oa fi fa 
hf 2 c 
'UNERAL DIRECTOR'S SIGNATURE 2a. ES py fines . REGISTRAR'S iy ja : 
coast CocchdSen Joo N Chester a felted UK aaa 


py 


4 hours after death. 
of this 


After this 


Pp 


mo 


=a 


nes 


‘dco 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 1 85 4 
Gisod 


ERTIFICATE OF DEATH mn 


USUAL RESIDENCE (HOME) OF DECEASED 


[\¥. PLACE OF DEATH 
Carroll MARYLAND san Maryland coun 


tificate-be executed with! 


\ 
i 


( 


led with the registrar within 72 hours after de 


hysician. 


ing pI 
TO FUNERAL DIRECTOR: The law requires that the death certificate bi 


INSTRUCTIONS 


YYSICIAN OR HOSPITAL: The law requires that the death c 


y be retained by the hospital or attend 


ba 


certificate has been executed by the attending physician and completely filled in by the funeral director, the thir 


death certificate assembly should be detached for use as a burial transit permit. 


The bottom copy 
VS AI5C 1-55 10M 


TO ATTENDING 


COUNTY 
a ond ia corporate: sane write RURAL pty be ay ow {If outside corporate limits, write RURAL end give nearest town) 
and giyq naarest tor jis place) : 

TOWN Stuinster ( Rurai) Months tow Baltimore 

ee eS OR 4 sre {If cural give tocation) 

INSTI 1ON O 

Seer Abbess 4Wimert Nursing Home 1315 E. North Avenue 
3. NAME OF (First) {Middle} {Last} @. DATE (Month) {Day} (Year) 

DECEASED oF 

Serer in) George S. Updegraff DEATH Fe bs. Sp wv 58 
Mn SEX 6. eee OR Fs Sele, MARR. 8. DATE OF BIRTH 9. AGE lest birthday IF UNDER 1 YEAR |IF UNDER 24 HRS. 

ale > WED, D, Months | Deys | Hours | Min. 

White tech) Married | July 2, 1875 82 | | 


10a. USUAL OCCUPATION (Give kind of work 4 10b. bone oa au eS | 11, BIRTHPLACE (Stata or foreign country) | 12. CITIZEN OF WHAT 


dona during most of working lifa, even if COUNTRY? 
ried) Latherer (Ret! Oeis easton Snow Hill, Maryland U58.k. 
14, MOTHER’S MAIDEN NAME 


13, FATHER’S NAME 
Samuel Updegraff Isabelle Mitchell 


15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT & ADDRESS 
Jf OF Yes, si dates of sarvi 
aie ee None John E/ Updegraff 2627 Garrett Av 
18, MEDICAL CERTIFICATION = TNTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADI! gee ONSET AND DEATH 
Ly WMMEDIATE CAUSE a va eg Ss 
ANTECEDENT CAUSE(S) but a 
DISEASES OR CONDITIONS. IF ANY. as ihe 
GIVING RISE TO THE ABOVE CAUSI 
STATING UNDERLYING CAUSE LAST. {ast, DUE 
au 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTIN 
TO THE DEATH BUT NOT RELATED TO THE : a 
DISEASE OR CONDITION CAUSING DEATHS 
19s, DATE OF OPERATION 196. MAJOR FINDINGS OF OPERATO 20,_AUTOPSY? 
yes] no [] 


OR CONTRIBUTING [7] CAUSE OF DEATH OF INJURY street, office bidg., etc.} 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month} (Day} (Year) (Hour} 


Zia, ACCIDENT WAS UNDERLYING [1] | ‘2ib. PLACE (Home, farm, factory, 2c, WHERE DID INJURY OCCUR? (City or town} {County} {State} 


ae aORY OCCURRED ‘2. HOW DID INJURY OCCUR? 


ic] ee | 
22. | hereby certify that 1 attended the deceased from/ 194.30, to.ce, er 19.4. <., that | last saw the deceased 
alive on. ner Nie on 94. «2 and that death occurred ai M, from the causes and on the date stated above. 
SIGNATURE ADDREGS (Street, city, town, state) PATE SIGNED 
va mo. JQ) £ Pepet. é 
Beate DATE THEREOF ‘NAME OF CEMETERY OR CREMATORY TOCATION (City, town, or county} (State) 
{ 
urial Feb. 8,1958 Mt. Carmel Cemetery Baltimore, Maryland 
24, REC'D BY REGISTRAR REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
aan ee i? rf op / William Cook, Inc. 1217 St.Paul Stree 


23. pons CREMATION, 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


FOR STATE : re it IAL EI MMINEBLS SERTIFICATE OF DEATH Reg. Dist. WT S60 _ 


HEALTH DEPT. tg eee 2. USUAL RESIDENCE (Where deceased lived. If instilution: Residence before admission) 
> SUR 


ARR6OLL MARYLAND a SAE A, LAND b. COUNTY CARROLL 


b. CITY OR TOWN Itt ovtside corporote limits, write RURAL ii LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give neores! town) 


yrs Jot UWESTUUMS TEL 


d. NAME OF HOSPITAL OR INSTITUTION (ti not in hospitol, give street oddress) ,d. STREET ADDRESS P e. 1S RESIDENCE 


eS GREELY ; SH 2 pa! 2 GREEDY ST, ON A FARM? 


First “Middle 4 Dats 


SARRIE LEFF ViRrz Beara 


6. COLOR OR RACE ]7- MARRIED [-] NEVER MARRIED [| 8. DATE OF O1RTH l” AGE (In years 


Wipe wipowep }-—~ _vivorcep [} FCO. 2 Be, // di Aran 


100, USUAL OCCUPATION (G of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or reign country) 2. CITIZEN OF WHAT COUNTRY? 


if retired) 
— Feod: Cp ee tA 
13. FATHER'S NAME MW, Wty ‘$ a2) wy 
pot Boone Nery £2 oo sf 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT "2a “T. 


Yes. #0, oF unknown) [If yer, give wor or doles of service) = 
| 0s, PTH Ar 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).) “fink eat at skit ty 
PART I, DEATH WAS CAUSED BY: nee “APE LE 

a IMMEDIATE CAUSE (0) ere ra l pom err he a Ge = 

35/x DUE TO 
Conditions, if ony. which (b 
gove rite lo immediate cayse 

{0}, tloting the underlying( PUE TO 
cause lost. —— (. 


PART ft, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERAAINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. wae Autorsy 
a RFORMED? 


If any delay | 


ttem 18. Give Poges 1, 2, ond 3 to the funer 
ffice along with form PM3. Page 5 may be retained ff 


nt within 72 haurs after death. 


Fite poges 1 ond 2 with the Stote Boar 


in 


tronsit permit. 
1, and i 


fon, ar removal 


*s Of 


iner’ 


yes (] fo) Ot 
200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Por! 11 of item 18.) = 7 
PRIMARY C) or CONTRIBUTING [J 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) ~ {Stote) 
Hour 6. m. While Not while factory, street, office bldg. etc.) | 
p.m. ol work [7] ot work , 


21. U certify thot | took chorge of the remoins described above, held on Autopsy [[], Inspection M Inquiry RY and in my 
opinion degih fesulted from: Noturol couse] Acci , Suicide DO. Homicide 0. Un 


the word “‘pending™ in pencil 


MEDICAL CERTIFICATION 


fing 


led 10 the Chief Medical Exomi 
R: Poge 3 should be used as a burio! 


e, writi 


letermined monner 0 


€ 
F 
3 
3 
°S 
fas 
5 
e 
a 
x 
a 
: 
a) 
2 
i 
B 
2 
3 
3 
& 
” 
aa 
8 
= 
8 
= 
3 
S 
= 
= 
< 
x 
a 
~ 
<< 
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Pie SIGNED 


. 


ACTUAL 
SGwAtuRe_De dt Dd : ip, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER [_] Wg ISG 
of 2 DEPUTY MEDICAL —— 


Tio. BURAK Te pe (2/3 DATE THEREOF ‘G rc «22d. tc! 


TON (City, town, frac {Stote) | 


ZALES Afi ey by Untill PRIDE MA / BRIDGE Me 
poe ; 


23. — DIRECTOR'S 4 URE Sh 


MOMAL (Specify) 


or its designated ogent, prior to burial, cremot 


execute the Ser; 
4 should be fo: 
TO FUNERAL DIR 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae) 
CERTIFICATE OF DEATH v1861 


Reg. Dist. No. 


AME OF First Middle 4. a Month Doy Yeor 


Gets Wikkan S4v0fo¥D, We. ocemnih DEATH shew ZT w5F 


5. SEX 6. COLOR OR RACE | 7. MARRIED [39 NEVER MARRIED [-] 8. GATE OF BIRTH 9. AGE (In years FUNDER 1 YEAR| IF UNDER 24 HRS. 
N yA is D lost bicthdoy) Do: Ron) Mi 
4 v2 wiooweot} —_ovorceo | Yel, £7 4 et 


Wo. pce sh ou toe sia - work done] 10b. 4 OF ae SS OR INDUSTRY [11.BIRTHPLACE {Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 


DE ett 22 ZS 


os 
Va MOTHER'S MAIDEN NAME 

TZ) Ants 

LLLLA fila <A“ 


© ys 

& 3 ‘F 2 Usuat RESIDENCE (Whgre deceased lived, If institution: Residence before admission) 

< £3 marviann |} ° STA WA cn ttle 

£ Se b. CITY OR TOWN (IF oulide corporote oe write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 

3. se 8 2 pes ee nga p 7 

BE >. Kt - — pote lec. a VA L 

% 5 y z 

a pe OF HO! Cen ‘not “it hospitol, give street oddress) / 7, i Sree, DDR e. 1S RESIDENCE 
a TUTKON Df ON A FARM? 
4 |G AAgeteru- M7) i i i is aa ves CE} NOMS 
6 
& 
Dp 
§ 
« 


tk WAS Ale a TY U. $. ARMED hoe! 16. SOCIAL SECURITY NO. | 17. INFOR INT Address . F. 
‘as, 10, OF unknown) IIE yes, give wor or dates of service] n ‘ Vf y 
= UL -0f- 0 YL Vz 4 / Libttitin) ~ e Le 7D. 


Then pleose remave carbon papers. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (ch-] y INTERVAL BETWEEN. 
PART |, DEATH WAS CAUSED Ee ANE BEATE 
IMMEDIATE CAUSE (0 oa ae Purtarals 
7 . DUE TO 
Conditions, if ony, which AD Ye. 


gove rise to immediote 
cotse (0), stoting the under. { OVE TO 


Co 


ond in any event within 72 hours after death. 


lying couse lost. (¢ On.bts id Bn 
Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(o)]19. WAS AUTOPSY 
ful. Khijastarpl ," 
2VITE Le pith Pts, YES ol NO f 
20a. ACCIDENT WAS UNDERLYING [)__ | 208. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


GR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Ba Fp (City oF town) (County) (Stote) 
Hour 0, m. While Not stile foctoty, street, office bldg., 
p.m. jot work [[] of work 


21.1 ay 8 that | attended the deceased from. ee hepanbirr., oan 55 abddcr odes, \WIEEthat | lost saw the deceased 
alive on. ft a a cL a and that death occurred at Z. 2EPM, from fhe causes and on the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
St lint sao = aS LZ Salil. Lode : 


HYSICIAN: The fow requires that the deoth certificote be executed within 24 hex 
R: After this certificate has been signed by the attending physicion ond completely filled in by ! 


ATTENDING P: 


es 


poge 3 shauld be detoched far use as the burial-Iransit permit. 


the registror prior to buriol, cremation, or re: 


3 c 
es 
25 
Ze PHYSICIAN'S 
Zeq NAME (Type)_/o) C71" 211 G far er Mode CR 
g22 226. SURIAL Sd 2b, DATE THEREOF Tic, NAME OF CEMETERY OR GREMATORY 7d. ZB TION vay Towy. (Stote) y 
~o SBP il . 
z dz sy ol 3E& | OW Bhre SS aI 
o*e y Fito. REC'D BY ane Tae REGISTRAR'S SIGNATURE 
VS AIS (4) 
Tem diss. Lal = 


€ PPI RAMS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7 , S 65 y, 
1870 CERTIFICATE OF DEATH 


1 


Reg. Dist. No. 


~ ce 
8 z ; LF ee rae im pelo ae (Where deceosed lived. If institution: Residence before odmission) 
<a 3 a. COUN Carroll MARYLANO. "Maryland b. COUNTY ct a 
£ Be b. CITY OR TOWN (If outside corporote limits, write ['e. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporate limils, write RURAL and give nearest town) 
8 gf i f ‘AL ond give negrest town) 
ee rat ~ Sykesville ince 3/29/06 || x = 
a “4 s d. NAME OF HOSPITAL (If not in hospitof, give street oddress) / d. STREET ADDRESS e. 1S RESIDENCE 
“ 1 OR INSTITUTION / ON A FARM? 
BS | Springfield State Hospital — ves] NOR 
£6 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
ve ra 
ey (Type or print) Clarence - WILKINS DEATH February 25 4958 
=o I 5. SEX 6 COLOR OR RACE [7. MARRIED [-] NEVER MARRIED 4] | 8. DATE OF BIRTH ? iain IF UNDER 1 YEAR IF UNDER 24 HRS. 
wh iqst Dbirthdoy] Months 9 
can male ite wipowep [) pivorceo[(] | wemknewan 7 TESV AE) Pea et Cay [reo | fe] fei 
=¢ 
§ 8 Wo. ppc pee Ao (one kind et eens 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign i168 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retire 
De nene -— Varyland United States 
° 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5.0 
30 Charles H. Wilkins Alice M. Johnson 
Bs 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address Sykesville Nae 
a & {Yes, no. oF unknown) (if yes, give wor or dates of service) > 
oe no Nie ote none Records of Springfield State Hospital 
B83 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
s& = ONSET AND DEATH 
= PART 1. wer WAS CAUSED BY: 
Ds IMMEDIATE CAUSE ae | _Eronshopamenonia 3_days 
£2 d 
£f 
& 
a 
3 
é 
2 
c 
5 
8 
a 
3 
2 
2 
o 
iq 


TTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 ho 


£ 
g 
s 
3 
: 
z£ 
3 
wn 
5 
= 
5 
= 
$ 
rf 
Ze Copaitians, if-ony, whith 5 Ae OT aay tics onths 
Eo gove rise to immediote 
&.¢ couse (0), stoting the under- UE TO 
e°sk lying couse lost. )_Arteriosclerosis " 
2 5 2 Z Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0} | 19. ae AUTOPSY 
382-2 se} ERFORMED?. 
; 2 
£338 |§|_ Schizophrenic reaction, hebephrenic type ves) not 
re © [20a. ACCIDENT WAS UNDERLYING (]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port lor Part N of item 18) 
c Me - 
3S = @ 1 OR CONTRIBUTING (J CAUSE OF DEATH 
5 +4 5 © [(IF EITHER, NOLIMEDICAL EXAMINER} |ammmere 
SESs & zoe TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote) 
Siosed Win a Hour om. Whi Not while foctory, bes vee a office bldg., wey 
sir§ g p.m. = 19 lot worl at work Lo, 
SLES 
fi 21. | certify that ! attended the deceased from Ochober 20__, 19.5h_, toFebruary.25., 1958 that | last saw the deceased 
a: $5 alive on , and that death occurred at_8255_AM, from the causes and on the date stated above. 
€ tt ADDRESS (Street, city or town, stote) DATE SIGNED 
se 
- ACTUAL 
3 2 { SIGNATUR mo. Springfield State Hospital | 2/25/58 __. 
2 
2 PHYSICIAN'S 
£é NAME (type) Edmund Lusthaus, M.A. pykeaville, Maryland... 
2 ? Zo. BURIAL, CREMATION, [ 226. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stole) 
es Buriel ” lFep a5 | Loudon Park Baltimore, Mde 
7 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR ‘Dab, REGISTRAR'S SIGNATURE 


a John 0» Mitohell & Sons Ince 1900 Eutew Place om@epo7 59 ()),/  ~/ 


eS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8'7] CERTIFICATE OF DEATH 


= 


i} 
H: yarn 


Reg. Dist. No. {} O 


a 
3 = J. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Re nce before admission) 
£2 & cOUNTY _-Qarro LL manviano || ° STATE Maryland b. coun’ Baltimore City 311 
ig 3 b. A Bee TOM i. Q write |e. LENGTA OF STAY IN Ib c. CITY OR TOWN (if outside carporote limits, write RURAL ond give nearest !own) 
=? esvilt 16f@ays Baltimore 17 vee 
2 d. ahora tiene (fF not in hevetolggire street oddrg d. STREET ADDRESS. 6. by RT 
S ate Hosnits 1903 Park Avenue | ves C] No ar 
6 oF First Middle Lost ‘4. DATE Month Doy Year 
= FREAD? Benjamin / — Whitely Woolford | Sam 2 16 | 188 
: 3.9 6. COLOR OR RACE ]7. #aarRied [] NEVER MARRIED [-] | ®. DATE OF BIRTH 9. AGE (In year TF UNDER 1 YEAR] IF UNDER 24 HRS. 
Mal’ White wioowen Ff] oworceo | 2=25"71 vasgsipice a Wl BE 
10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life. even i retired) 
st “HisiGie Maryland Union U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ueenows Benjamin Woolford (Unknow Skinner 


15. WAS DECEASED EVER IN U. S. ARMED FO rest 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


fas, no, oF unknown) UH yes, give wor or dotes of $67 


om Hospital records. 


18. CAUSE OF DEATH [Enter only one cour per line for (0), (b), and (c).] 


we 


\7 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remove carbon papers. 


nd in ony event within 72 hours ofter death. 


en PRATT MEDIATE CAUSE 0 B: dada 
TIX not out to 

v Can diitwns) teayaaten w_ Arteriosclerobis heart disease years 
gove rise to immediote Ria 


couse (a), toting the under- 


lying couse last, «__ Generalized arteriosclerosis years 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(0)/19. WAS AUTOPSY 


C.B.S.associated with senile brain disease,with psychotic reaction. vSL] NOS 


ta . 
.. that the death certificate be executed within 24 ho er death: Page 4 


IFICATION 


0a. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 
IR CONTRIBUTING (J CAUSE OF DEATH 
ww | iF EITHER, NOTIFY MEDICAL EXAMINER) 


; |20c. TIME OF INJURY Month, Day, Year 
fs Q om. 


0 ding physic; : 
: After this certificate hos beemsigned by the attending physicion and completely filled in by 


page 3 should be detoched for use os the burial-tronsit permit. 


20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (Stote) 
foctory, street, office bldg. yf 


1958 that | last saw the deceased 


! Nawettyes, Agustin del Campo. 
‘20. BURIAL, CREM: IN, | 22b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
BURLAE : 2-18-58 . Loudon Park Cemetery Batttimore : 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: to. REC'D BY REGISTRAR ib. REG|STRAR'S SIGNATURE 
William Cook, Inc., 1217 St.Paul Street of ee | 8 58 ay 
r ; 


TE ROLLA, 


3A Nvayng 
SM ey aa, 


hy wf 


